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FOREWORD 
k «  <  *  

The  "Evaluation  of  Medicaid  Spend-Down"  Report  represents  the  find- 
ings of  a  research  project  (Contract  number  SRS-74-58)   conducted  for  the 
Social  and  Rehabilitation  Service    of  the  Department  of  Health,  Educa- 
tion and  Welfare,     The  study  was  conducted,  and  the  report  written,  by- 
members  of  Urban  Systems  Research  and  Engineering,   Inc,,  Cambridge, 
Massachusetts . 

The  Spend-Down  project  was  directed  to  three  major  study  objectives 

o  To  analyze  the  implementation  and  administration 
of  the  spend-down  program  among  several  States; 

©  To  determine  various  characteristics  (socio- 
demographic,   economic,  behavioral  and  health 
care  utilization)  of  successful  and  unsuccess- 
ful spend-down  applicants  compared  to  other 
Medicaid  populations;  and 

•  To  estimate  the  spend-down  participation  rate, 
i.e.,  the  extent  to  which  the  potentially  eligible 
spend-down  population  is  actually  enrolled  in 
Medicaid. 

To  meet  these  objectives  the  implementation  of  spend-down  was  analyzed 
in  five  State  Medicaid  programs  ' —  Massachusetts,  North  Carolina,  Mary- 
land, Michigan  and  Utah.     Furthermore,  a  case  record  review,  personal 
survey,  and  compilation  of  Medicaid  claims  data  were  conducted  for  suc- 
cessful and  unsuccessful  spend-down  applicants,  as  well  as  control 
groups  of  medically  needy  and  categorically  needy  Medicaid  recipients 
in  the  first  three  of  the  study  States.    It  should  be  noted  that  the  re- 
cipient group  analyzed  did  not  include  long-term  care  recipients.  Fi- 
nally, a  computer  simulation  of  the  eligibility  process  was  developed 
for  one  State   (Massachusetts)   in  order  to  determine  the  spend-down  par- 
ticipation rate. 

Nine  report  volumes  have  been  developed  to  present  the  study  find- 
ings.    These  in  total  constitute  the  Final  Report  for  the  "Evaluation 
of  Medicaid  Spend-Down."     The  general  organization  of  the  Final  Report 
is: 

•  Volume  I  -  Executive  Summary  and  Overall  Evaluation  of 

Medicaid  Spend-Down 


i 


•  Volume  II 


Study  Analysis  for  Massachusetts 


•  Volume  V 


•  Volume  IV 


•  Volume  III 


Study  Analysis  for  North.  Carolina 
Study  Analysis  for  Maryland 
Study  Analysis  for  Michigan 


•  Volume  VI 


Study  Analysis  for  Utah 


©  Volume  VII 


Survey  Data  Tabulations  —  Massachusetts, 
North  Carolina,  and  Maryland 


•  Volume  VIII 


Medicaid  Eligibility  and  Claims  Data  < — 
Massachusetts  and  North  Carolina 


•  Volume  IX 


Spend-Down  Participation  Rate 


Volume  I  summarizes  the  overall  study  findings.     Volumes  II  through 
VI  consist  primarily  of  case  studies,  while  VII  and  VIII  are  data  com 
pilations.     Volume  IX  is  a  separate  report  describing  the  development 
and  results  of  the  simulation  model  for  determining  the  spend-down 
participation  rate. 
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PART  A 


MARYLAND  CASE  STUDY — 
ADMINISTRATIVE  ANALYSIS 


NOTE:     The  following  account  is  based  upon  information 
obtained  regarding  the  Maryland  Medicaid  and 
Spend-down  programs  in  January  1975.     It  does 
not  deal  with  the  changes  in  the  programs  that 
have  occurred  since  that  time. 


1 . 0  Title  XIX:     Policy  and  Program 

1.1  Administrative  Structure 
1.1.1  Background 

Title  XIX  was  adopted  by  the  State  of  Maryland  in 
July  1966.     The  Governor  designated  the  Department  of 
Health  and  Mental  Hygiene   (DHMH)as  the  single  state  agency 
charged  with  administering  Medicaid  in  Maryland.  However, 
the  original  federal  Title  XIX  legislation  stipulated  that 
eligibility  determination  for  Medicaid  be  done  by  the  agency 
responsible  for  administering  the  public  assistance  pro- 
grams at  that  time.     Therefore,  the  Department  of  Employment 
and  Social  Services   (DESS)  became  the  "certifying  agency" 
for  Maryland  Medicaid.     A  historical  review  of  events  pre- 
ceding the  enactment  of  Title  XIX  in  Maryland  explains  in 
part  the  choice  of  this  unique  administrative  structure  and 
also  why  the  Medicaid  program  was  so  promptly  adopted. 

Maryland  has  a  long  history  of  public  health  programs 
administered  throughout  the  state,  beginning  with  a  state 
funded  hospitalization  program  instituted  in  1926.     In  the 
1940 's  the  City  of  Baltimore,  an  independent  jurisdiction, 
began  its  own  health  care  program  operated  through  city 
clinics  and  hospitals  only.     This  ultimately  evolved  into 
a  program  co-ordinated  with  city  welfare  recipients  and 
foster  care  children  from  the  late  1940 's  to  the  1960's. 
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Corresponding  to  the  development  of  health  care  pro- 
grams in  the  City  of  Baltimore,  the  State's  hospitalization 
program  evolved  into  a  multi-service  program  administered 
by  the  local  health  departments  in  the  counties  and  super- 
vised by  the  state  Department  of  Health.     Both  the  Baltimore 
City  and  the  state  programs  expanded  with  the  adoption  of 
Kerr-Mills  MAA  in  196  0. 

In  1966,  when  it  became  time  to  designate  the  appro- 
priate single  state  agency  for  Medicaid,  it  seemed  logical 
from  one  point  of  view  to  centralize  administrative  author- 
ity in  the  department  which  had  until  then  been  responsible 
for  the  health  programs  in  the  state.     The  Health  Department 
had  experience  with  health  administration  and  had  sole  con- 
tact and  expertise  with  regard  to  providers .     On  the  other 
hand,  the  federal  requirement  of  continuity  in  eligibility 
determination  for  Public  and  Medical  Assistance  posed  the 
problem  of  splitting  administrative  responsibilities  for 
Title  XIX.     Furthermore,  the  Department  of  Welfare  (later 
DESS)   had  exclusive  expertise  and  personnel  for  handling 
eligibility  determination,  making  it  possible  to  merely 
insert  Medical  Assistance  into  existing  state  and  local 
structures. 

Ultimately,  the  decision  was  made  favoring  DHMH  as  the 
single  state  agency,  with  DESS  handling  all  contacts?  with 
recipients.     The  background  in  dealing  with  providers  was 
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given  priority,  expressing  a  fundamental  orientation  which 
characterizes  the  structure  and  functioning  of  the  Title 
XIX  program  to  this  time.     Maintaining  efficient  and  fluid 
relationships  with  Medicaid  providers  is  seen  as  the  key 
to  successful  administration  of  the  program,  since  the  pro- 
viders deliver  the  goods  to  the  population  which  is  largely 
a  given.     The  perception  of  Medicaid  as  a  service-providing 
program  pervades  all  the  activities  and  decisions  of  DHMH 
in  contrast  with  the  inherent  client  orientation  of  the 
DESS,  which  perceives  Title  XIX  to  be  essentially  a  medical 
supplement  to  public  assistance  programs.     These  two  ap- 
proches  will  be  documented  in  the  course  of  this  case  study. 

The  rapid  adoption  of  Title  XIX  in  Maryland  can  be 
attributed  to  a  number  of  factors.     It  was  a  logical  con- 
clusion to  the  accumulation  of  experience  and  the  increasing 
expansion  of  already  existing  state  health  programs.  The 
fact  that  there  was  a  steady  history  of  medical  assistance 
programs  in  Maryland  denotes  a  fundamental  social  and  po- 
litical commitment  to  such  policies  in  the  state.     It  was 
suggested  that  this  may  be  the  result  of  the  presence  of 
prestigious  medical  insitutions  and  centers    (such  as  Johns 
Hopkins)   in  the  state,  influencing  interest  in  and  support 
of  medical  programs. 

Therefore,  at  initial  implementation  in  1966,  Medi- 
caid was  seen  as  primarily  a  program  that  would  expand 
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current  state  health  programs .     For  this  reason  there  was 
no  increased  staff  allocation  within  the  Department  of 
Health,  since  it  was  thought  that  Title  XIX  could  conven- 
iently be  inserted  into  existing  administrative  mechanisms. 
The  only  new  addition  was  Blue  Cross/Blue  Shield  which 
was  contracted  to  perform  the  fiscal  agent  function  for  the 
program.     Since  initial  implementation,  many  problems  in 
this  original  administrative  structure  for  Medicaid  have 
been  revealed  and  changes  have  occurred  in  response  to 
them . 

1.1.2    Present  Administrative  Structure 

Being  the  single  state  agency  designated  to  adminis- 
ter the  Title  XIX  program  in  Maryland  places  the  DHMH  in 
a  variety  of  roles.     Not  only  is  it  responsible  for  all 
policy  formulation,  but  also  it  is  charged  with  all  of 
the  operational  and  systems  tasks  involved  in  the  program. 

More  specifically,  DHMH  has  authority  to  make  all 
policy  decisions  regarding  eligibility  criteria  for  Medi- 
cal Assistance  recipients  and  the  scope  of  benefits  of- 
fered under  the  Title  XIX  program.     The  interpretation  of 
these  policies  into  procedural  directives  and  their  dis- 
semination to  those  that  implement  them  at  the  county  De- 
partments of  Social  Services  is  also  the  responsibility 
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of  DHMH.       In  addition,  the  DHMH  has  sole  contact  with 
all  dealings  with  providers:     their  selection  for  partici- 
pation in  the  program,  all  processing  of  invoices,  setting 
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up  fee  schedules,  and  reimbursement  for  services.  The 
operational  responsibilities  of  DHMH  extend  further  to  card 
issuance  and  maintenance  of  the  recipient  as  well  as  pro- 
vider data  files. 

DHMH  has  certain  supervisory  tasks  to  perform  as  well. 
Since  DHMH  has  primary  responsibility  for  all  data  opera- 
tions, it  performs  utilization  review  and  any  internal 
monitoring  of  the  program  that  is  found  necessary — from 
either  recipient  or  provider  end.     Further,  in  keeping  with 
its  unique  contact  with  providers,  it  prepares  training  and 
manual  materials  for  them,  provides  technical  assistance 
for  them,  and  supervises  them  by  conducting  on-going  inde- 
pendent professional  reviews. 

With  this  centralization  of  major  administrative  re- 
sponsibilities in  the  DHMH,   it  is  clear  that  only  the 
actual  contact  with  the  recipient  population  is  omitted. 
This  is  the  province  of  the  DESS — the  determination  and 
certification  of  recipient  eligibility,  and  the  entry  of 
the  eligible  population  onto  the  state  data  files.  Case 

"^Until  the  present  time,  due  to.  lack  of  sufficient  staff, 
DHMH  has  been  unable  to  fulfill  this  function  and  has  relied 
on  DESS  to  provide  policy  and  procedural  materials  on  medi- 
cal assistance,  as  a  supplement  to  public  assistance  materials. 

2 

The  contract  with  Blue  Cross/Blue  Shield  expired  in 
1970,  whereupon  DHMH  assumed  all  fiscal  agent  activities. 
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maintenance  is  also  the  responsibility  of  the  DESS — doing 
periodic  redeterminations  and  when  necessary,  terminations 
of  cases.     These  functions  are  performed  by  the  county 
Departments  of  Social  Services,  and  they  are  supervised  in 
these  activities  by  the  state  DESS.     Thus,  all  training 
and  technical  assistance  of  eligibility  staff  is  the  re- 
sponsibility of  the  state  DESS  office."^" 

Two  other  functions  are  performed  by  the  State  DESS. 
Since  it  has  sole  contact  with  recipients,  DESS,  rather 
than  DEMH,  is  responsible  for  all  public  information  re- 
garding the  program.     Similarly,  since  it  has  the  sole  re- 
sponsibility for  eligibility  determination,  DESS  also  con- 
ducts all  Quality  Control  activities. 

This  division  of  authorities  and  tasks  between  two 
agencies  obviously  produces  difficulties.  Essentially, 
the  division  can  be  seen  as  a  split  between  policy-making 
and  implementation,  with  DESS  and  the  local  offices  imple- 
menting eligibility  policy  and  procedural  directives  set 
out  by  DHMH.     And  yet,  DESS  has  historic  expertise  in  eli- 
gibility determination — what  tactics  to  use,  what  efficient 
procedures  are,  where  difficulties  arise.     Further,  the 
two  agencies  are  in  effect  working  toward  different  ends: 
The  DHMH  striving  for  programmatic  and  operational  efficiency 

"''As  mentioned  previously,   the  DESS  has  also  issued  man- 
ual materials  on  Medical  Assistance  until  the  present  time. 
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and  smooth  provider  relations,  and  the  DESS  trying  to 
bring  the  needy  population  into  the  program. 

These  structural  disparities  result  most  frequently 
in  problems  of  communication.     For  example,  it  is  often 
not  possible  for  an  official  in  one  agency  to  deal  directly 
with  an  employee  at  another  level  in  another  agency.  In- 
stead he  must  frequently  go  up  the  chain  of  command  in  his 
own  organization  and  then  across  and  down  through  the 
other  agency  with  instructions,  requests,  and  information. 
However,  over  the  past  few  years,  there  has  been  a  clear 
policy  decision  and  active  commitment  to  cement  relation- 
ships between  the  two  agencies.     DESS  has  been  brought  in- 
to policy-making  procedures,  and  regular  feedback  and  work 
sessions  have  been  instituted  to  overcome  the  historic  com- 
munication gaps  between  the  two  agencies. 

This  change  in  policy,  along  with  several  other  ad- 
ministrative improvements  that  will  be  discussed  in  the 
course  of  this  report  is  the  result  of  a  reorganization 
and  bolstering  of  the  administrative  mechanisms  in  charge 
of  Medicaid.     In  1972  Medical  Assistance  programs  were 
given  high  level  support.     A  new  Assistant  Secretariat  of 
Medical  Care  Programs  was  created  and  was  given  a  signifi- 
cant staff  increase.     For  the  first  time  in  Medicaid's 
history  in  Maryland  there  was  staff  available  to  evaluate 
the  program,  its  policy,  and  its  operating  efficiency. 
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Before,  program  administrators  had  to  concentrate  their 
efforts  on  "fighting  fires":     dealing  with  those  issues 
that  demanded  immediate  attention  in  order  to  keep  the 
program  moving  along.     There  was  not  time,  nor  staff,  to 
do  long-range  policy  planning,  and  one  of  the  things  that 
never  got  done  was  writing  the  official  Regulations  for 
Title  XIX  in  Maryland,  and  setting  out  Medicaid  policies 
and  procedures  for  local  eligibility  workers. 

Reporting  to  the  Assistant  Secretary  of  Medical  Care 
Programs  in  DHMH  are  three  senior  administrators,  responsi- 
ble for  the  major  functional  areas  of  the  program:  the 
Director  of  Medical  Assistance  Policy  Administration,  the 
Director  of  the  Medical  Assistance  Compliance  Administration, 
and  the  Director  of  the  Medical  Assistance  Operations  Ad- 
ministration.    These  constitute  the  executive  committee  in 
DHMH,  which  passes  on  all  policy  decisions  and  directives 
concerning  Title  XIX.     An  organization  chart  of  DHMH  appears 
in  Figure  1 . 

To  help  clarify  matters  of  policy,  the  staff  of  the 
Medical  Assistance  Policy  Administration  of  the  Department 
of  Health  and  Mental  Hygiene  meets  regularly  with  staff 
members  of  the  Bureau  of  Income  Maintenance,  the  division 
responsible  for  eligibility  policy  implementation,   in  the 
State  Department  of  Employment  and  Social  Services.  (A 
simplified  organization  chart  for  DESS  appears  in  Figure  2.) 
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In  addition,  the  Policy  Division  of  the  Bureau  of  Income 
Maintenance  in  DESS  has  recently  added  a  Medical  Assistance 
Policy  Specialist.     This  specialist  deals  directly  with 
policy  queries  from  the  County  Departments  of  Social  Ser- 
vices, and  is  able  to  call  DHMH  directly  to  obtain  final 
policy  clarification  and  relay  it  back  to  local  eligibility 
staff.     This  new  greatly  improved  relationship  between  the 
two  agencies  is  said  to  have  contributed  significantly  to 
the  uniformity  of  policy  directives  going  out  to  the  ground 
floor  at  the  county  offices  and  to  the  efficiency  and  equity 
of  policy  and  decision  making  for  Title  XIX  in  general. 

Besides  these  administrative  improvements,  other  changes 
have  occurred  as  the  result  of  the  1972  reorganization  as 
well.     Medical  Assistance  policy  regulations  have  been  de- 
veloped, providing  a  legal  base  for  Title  XIX  in  Maryland."'' 
In  addition,  a  Medical  Assistance  procedural  manual  is  being 
written,  which  will  supercede  the  interim  materials  that 
have  been  provided  by  DESS,  and  which  will,  for  the  first 
time,  provide  definitive  rules  and  regulations  for  Medicaid, 
separate  from  all  public  assistance  programs. 

Another  impact  of  the  1972  changes  is  the  creation  of 
new  administrative  units  to  fulfill  important  regulative 
and  supervisory  functions  that  had  previously  been  overlooked 

"*"The  official  adoption  of  these  regulations  was  immi- 
nent at  the  time  of  this  study. 
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in  deference  to  the  urgent  necessities  of  issuing  cards  and 
paying  bills.     A  fraud  unit,  a  utilization  review  unit,  a 
provider  relations  unit,  established  several  years  ago  exem- 
plify the  new  staff  capabilities  and  the  new  policy  to  evalu- 
ate, control,  and  improve  the  management  efficiencies  of  the 
Title  XIX  program. 

Despite  the  high  level  of  centralization  of  authority 
and  functions  in  the  two  state  agencies  responsible  for 
Title  XIX,  there  are  other  significant  actors  in  the  Mary- 
land Medicaid  system.     The  most  important  of  these,  of  course 
are  the  local  Departments  of  Social  Services   (DOSS's),  which 
carry  out  the  policies  and  directives  issued  by  the  state  and 
bring  eligible  recipients  into  the  system. 

The  structure  of  the  local  DOSS 1 s  varies  according  to 
the  size  of  the  county.     In  small  rural  counties,  the  depart- 
ment will  have  a  single  staff  undifferentiated  by  program. 
In  other  words,   the  director,   supervisors,  and  eligibility 
workers  will  handle  public  as  well  as  medical  assistance, 
both  intake  and  case  maintenance.     It  was  estimated  that 
such  staff  would  spend  approximately  2  5%  of  their  time  on 
MA.     At  the  opposite  extreme  is  Baltimore  City  (comprising 
66%  of  the  total  Maryland  Medicaid  population) ,  where  there 
is  a  central  Medical  Assistance  office,  differentiated  from 
a  decentralized  system  of  twenty-three  public  assistance  dis- 
trict offices.     In  addition  to  the  main  MA  office,   there  are 
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intake  points  in  seven  hospitals  and  one  clinic  in  the  city 
where  application  can  be  initiated.^" 

Besides  their  role  in  eligibility  determination  and 
recipient  case  maintenance,  county  DOSS's  have  little  input 
into  policy  formulation  regarding  the  Title  XIX  program. 
Other  than  areas  of  technical  difficulty  that  might  be 
brought  to  the  attention  of  the  Medical  Assistance  special- 
ist, there  are  no  institutionalized  mechanisms  for  feedback 
from  the  localities  to  the  decision  and  policy-making  spheres. 

The  one  exception  is  Baltimore  City,  which,  since  it 
handles  the  majority  of  Medicaid  cases  in  the  state,  can  ap- 
ply pressure  and  make  recommendations  on  policy  and  proce- 
dural matters.     There  are  informal  but  frequent  contacts  be- 
tween the  City  MA  office  and  the  two  state  agencies,  in  an 
attempt  to  coordinate  the  activities  of  all  three.     An  exam- 
ple is  the  process  of  writing  the  new  MA  manual.  Officially 
the  task  of  DHMH,  it  is  being  written  in  consultation  with 
the  DESS  Bureau  of  Income  Maintenance  staff  and  with  the  Di- 
rector of  the  Baltimore  City  Medical  Assistance  office,  since 
these  have  been  the  major  actors  as  well  as  experts  in  eligi- 
bility procedures  since  the  inception  of  the  program  in  1966. 

^"Although  applications  can  be  processed  at  these  intake 
points,  once  the  case  is  registered  on  the  state  eligibility 
file,  they  are  turned  over  to  the  central  MA  office.  In  the 
case  of  spend-down  applications  that  are  opened  at  the  in- 
take points,  they  are  turned  over  to  the  central  office  for 
the  follow-up  on  the  fulfillment  of  the  Spend-down  liability 
and  for  ultimate  entry  on  the  state  file. 
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As  previously  mentioned,  when  Medicaid  was  first  in- 
stituted in  Maryland,  Blue  Cross/Blue  Shield  was  contracted 
to  be  the  fiscal  intermediary.     This  involved  rate  setting, 
invoice  processing,  and  payment  for  all  providers  partici- 
pating in  the  program.     However,  it  became  evident  that 
considerable  cost  savings  could  be  gained  by  performing 
these  functions  in-house  at  DHMH.     Therefore,  at  the  ex- 
piration of  the  Blue  Cross/Blue  Shield  contract  in  1970, 
DHMH  assumed  all  fiscal  agent  responsibilities  for  Title 
XIX.1 

County  health  departments  have  retained  some  adminis- 
trative responsibility  in  Title  XIX,  although  it  is  greatly 
diminished  from  their  former  role  in  the  pre-Medicaid 
health  programs  in  Maryland.     Essentially,  the  local  health 
departments  function  as  extended  arms  of  the  state  DHMH, 
performing  all  required  prior  authorizations  on  certain 

services,  conducting  medical  reviews,  distributing  invoices 

.    .    2 

to  providers,  and  administering  the  EPSDT  program.  The 

local  health  departments  have  no  input  into  policy,  nor 

any  part  in  the  activities  of  the  state  DHMH  in  terms  of 

setting  fees,  issuing  payments,  etc. 

''"Blue  Cross/Blue  Shield  have  been  retained  as  the 
fiscal  intermediary  for  Maryland  Medicare,  however. 
2 

In  addition,   local  nealth  departments  directly  fur- 
nish some  services  such  as  family  planning >  some  clinic, 
laboratory,  and  x-ray  services.     They  also  maintain  lists 
of  certified  Medicaid  providers  and  supply  this "information 
to  MA  program  recipients  on  request,  thereby  functioning  as 
referral  services. 
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The  only  other  groups  that  have  any  real  input  into 
Title  XIX  policy  making  are  the  state  legislature  and 
several  strong  lobbies  representing  providers  and  recipi- 
ents who  effectively  exert  political  pressure  to ' change 
policies.     The  legislature  must  pass  the  annual  Title  XIX 
budget,  as  well  as  vote  on  any  major  policy  changes  (like 
an  addition  of  a  benefit)   that  have  a  fiscal  impact.  It 
is  interesting  to  note  that  the  legislature  and  DESS  are 
the  primary  influences  on  the  eligibility  levels  for  Medi- 
caid.    As  will  be  discussed  further  in  Section  1.4,  MA 
levels  are  always  133%  of  AFDC  money  grants.     Thus,  changes 
and  influences  on  the  public  assistance  programs  ultimately 
impact  Medicaid. 

Professional  providers  associations"''  have  had  an  im- 
pact on  Medicaid  benefit  policy  and  reimbursement  rates  by 
exerting  pressure  on  the  legislature.     Similarly,  lobbying 
groups  like  the  Maryland  Council  of  Social  Concern,   a  quasi- 
public  committee,  has  worked  on  changes  in  the  benefit 
package   (namely  the  inclusion  of  transportation  costs  to 
medical  care)   and  has  been  active  in  lobbying  for  increased 
grant  and  protected  income  levels. 

Another  important  actor  in  the  administration  of  Mary- 
land Medicaid  is  the  Regional  HEW  office  in  Philadelphia. 

"*Tor  example,  the  Nursing  Home  Association  and  Dental 
Association  are  two  of  these  groups.     Besides  activities  of 
these  organizations,  individual  providers  have  been  effective 
in  providing  feedback  and  inducing  change  by  direct  repeated 
contact  with  key  administrative  personnel  in  DHMH. 
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DHMH  has  very  close  and  frequent  contact  with  the  regional 
office  on  matters  of  technical  assistance  and  on  legal 
clarifications  and  interpretations  of  federal  regulations. 
Another  group  that  has  a  role  in  Medicaid  administration 
is  the  MA  Advisory  Committee,  made  up  of  selected  profes- 
sionals, recipients,  social  service  representatives,  hos- 
pital administrators,  etc.     This  group  functions  as  an  ad 
hoc  committee,  researching  specific  problems.     It  is  an 
advisory,  not  policy-setting,  body,  reporting  directly  to 
the  Assistant  Secretary  for  Medical  Care  Programs  in  DHMH. 
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1.2    Policy  Formulation 

1.2.1    The  Process  of  Decision-  and  Policy-Making 

As  discussed  in  the  previous  section,  all  policy 
dealing  with  the  administration  of  Title  XIX  is  generated 
in  the  Medical  Assistance  Policy  Administration   (MAPA)  in 
DHMH.     Other  agencies  and  groups  may  have  input  into  the 
formulation  of  the  policy,  but  it  is  always  issued  from 
MAPA  for  further  action.     Depending  on  the  nature  of  the 
policy,  it  must  be  passed  by  a  series  of  approving  bodies. 
If  it  is  mainly  a  procedural  change,  any  director  of  the 
three  administrations  within  the  Medical  Care  Program  Ad- 
ministration, sign  it  off  and  issue  it  to  the  group  con- 
cerned.    In  other  words,  a  change  in  eligibility  determin- 
ation procedures  would  be  forwarded  to  DESS  for  dissemination 

a  procedural  item  applicable  to  providers  would  be  dis- 
seminated directly  to  them  since  DHMH  has  sole  contact  with 
them.     However,  if  it  is  a  matter  of  a  major  policy  clari- 
fication or  change,  it  must  be  signed  off  by  the  executive 
committee  which  meets  weekly.     This  committee  is  comprised 
of  the  Director  of  Medical  Assistance  Policy  Administra- 
tion, the  Director  of  Medical' Assistance  Compliance  Admin- 
istration, the  Director  of  Medical  Assistance  Operations 
Administration,  and  the  Assistant  Secretary  of  Medical 
Care  Programs.     Having  secured  committee  approval,  the 
policy  is  then  disseminated  to  the  applicable  group  or 
agency  for  further  action  and  implementation. 
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However,  if  policy  change  has  a  fiscal  impact  that 
alters  the  total  budget  mark  for  the  year,  it  must  be  ap- 
proved by  the  Secretary  of  DHMH,  who  besides  being  at  the 
top  of  the  in-house  chain  of  approvals,  also  has ' the  auth- 
ority to  promulgate  regulations  and  major  policy  changes 
as  well.     The  Secretary  then  submits  the  policy  directly 
to  the  state  legislature  for  enactment.     The  distinction 
between  what  the  legislature  must  pass  on  and  what  policies 
can  be  arbitrated  in-house,  depends  on  each  policy's  ul- 
timate fiscal  impact.     There  is  therefore  some  latitude 
in  the  controls  that  the  legislature  can  maintain  over  the 
activities  of  DHMH  regarding  Title  XIX. 

Once  the  necessary  approving  bodies  pass  on  program 
changes,  whether  they  be  policy  or  procedural  matters, 
they  are  then  interpreted  in  terms  of  manual  materials  or 
supplementary  circulars.     These  must  again  be  signed  off 
by  the  executive  committee  or  the  Director  of  the  Adminis- 
tration that  is  issuing  the  change.     Then  finally,  the 
policy  change  is  disseminated  to  the  locality  or  to  the 
applicable  bodies. 

Input  into  this  process  of  policy  change  can  occur 
at  any  stage,  both  internally  or  externally.     Input  can 
be  exerted  at  a  local  level  and  brought  up  slowly  through 
the  hierarchical  structure  to  the  hands  of  executive  ad- 
ministrators and  then  through  the  entire  cycle  as  described 
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above.     Or  else,  the  .legislature  may  respond  to  lobbying 
pressure  and  begin  the  process  by  forwarding  the  proposed 
change  to  the  Director  of  the  Administration  in  question. 

The  procedure  for  establishing  the  new  reglations  for 
Medical  Assistance  is  a  bit  different  than  the  process  of 
policy  change  as  described  above.     Since  the  new  regula- 
tions are  in  effect  establishing  a  statutory  legal  base 
for  the  program  in  Maryland,  they  must  have  more  legal 
sign-off s  than  the  normal  policy  change.     After  a  draft 
of  the  regulations  for  Medical  Assistance  was  developed 
by  DHMH,  it  was  disseminated  to  local  social  service  de- 
partments and  health  departments,  to  all  key  administrators 
in  the  Health  Department,  and  in  the  DESS  for  feedback, 
and  the  comments  from  these  groups  were  incorporated  into 
a  new  draft.     Then,  the  new  draft  went  to  the  legal  de- 
partment of  DHMH  and  the  Attorney  General's  Office  for  re- 
visions and  approval.     After  a  public  hearing,  the  regula- 
tions will  be  submitted  to  the  legislature  and  upon  its 
sanction  will  be  filed  as  part  of  the  state  plan  in  Phila- 
delphia. 

1.2.2     Why  a  Spend-down  Program. 

Maryland's  long  history  of  experience  in  administer- 
ing health  programs  invariably  aided  the  transition  to 
Medicaid  in  1966.     Particularly  relevant  was  a  large  medi- 
cally needy  program  in  the  previous  state  health  program 
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which  made  its  inclusion  in  Title  XIX  a  logical  decision. 
However,  in  the  pre-Medicaid  health  programs,  there  was 
no  provision  resembling  spend-down,  and  therefore,  its 
concept  and  implementation  posed  new  questions  and  exigen- 
cies on  program  administrators. 

The  Spend-down  program  was  largely  brought  into  Mary- 
land's Medicaid  because  it  is  a  rider  on  the  option  of 
including  a  medically  needy  program.     It  is  presently 
seen  by  key  administrative  staff  as  a  policy  designed  to 
graduate  the  lines  between  the  eligible  and  ineligible 
populations.     This  is  particularly  relevant  in  Maryland 

where  public  assistance  grant  levels  are  low.     Even  the 
maximum  133  1/3%  of  AFDC  grants  does  not  represent  a  sig- 
nificant capture  of  a  potential  medically  indigent  popula- 
tion.    Since  the  public  and  medical  assistance  levels  are 
so  low,  the  eligible  Medicaid  population  is  seen  to  be 
basically  poverty  line  cases  anyway.     Spend-down  therefore 
expands  the  program  towards  those  who  would  more  conven- 
tionally be  considered  the  medically  indigent.     Were  public 
assistance  grant  levels  higher,  the  necessity  of  having  a 
medically  needy  and  spend-down  program  would  be  less  great. 

At  the  present  time,  it  is  felt  that  the  complex  pro- 
cedures that  are  involved  in  a  spend-down  case  serve  as  a 
control  against  the  provision's  over-use.     All  the  declar- 
ations and  verifications  of  income  and  assets  that  must 
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be  made,  all  the  initiative  that  must  be  shown  in  collect- 
ing eligible  expenses  in  fulfillment  of  the  spend-down 
liability,   serve  to  deter  those  who  can  successfully  handle 
their  own  medical  expenses  from  trying  to  be  covered  by 
Medicaid  through  spend-down. 
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1 . 3    Benefit  Policy" 

When  Title  XIX  was  first  instituted  in  Maryland  in 
19  66,  a  very  liberal  benefit  package  was  adopted,  far  ex- 
ceeding the  services  required  by  federal  regulations. 
Since  a  large  diversity  of  services  were  offered  from  the 
very  beginning  of  the  program,  there  have  been  few  changes 
over  the  years — only  the  addition  of  EPSDT  and  of  trans- 
portation costs  to  and  from  medical  services.     The  former 

addition  was  the- result  of -a  new federal  regulation;  the  

latter  was  the  result  of  lobbying  activity  on  the  part  of 
Maryland  Council  of  Social  Concern  which  effectively  exer- 
ted political  pressure  on  the  legislature. 

The  benefit  package  for  the  Title  XIX  program  in 
Maryland  is  liberal  for  two  reasons.     First  of  all, 
many  of  the  services  had  been  provided  by  the 
existing  medical  care  program  prior  to  Title  XIX,  and  it 
was  considered  difficult  to  pull  back  on  already  offered 
services.     Another  explanation  is  that  Maryland  has  always 
been  a  "medically  oriented  state",   largely  due  to  the 
state's  major  medical  institutions  influencing  interest  in, 
and  commitment  to  medical  care  programs. 

Specifically,  the  benefits  offered  under  the  Maryland 
Medical  Assistance  program  include: 

—  Physician  services  rendered  in  the  office,  home, 
nursing  home,  or  hospital 

—  Family  planning  services  and  contraceptive  supplies 

—  Hospital  in-patient  and  out-patient  services 
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—  Nursing  home  care  in  skilled  nursing  homes  and 
intermediate  care  facilities 

—  X-ray,   laboratory,  physical  therapy,  diagnostic, 
and  related  services 

—  Dental  care  services 

—  Optical  services 

■ —  Podiatry  services 

—  Ambulance  services 

—  Home  health  services 

—  Prescribed  drugs  and  medical  supplies 

—  Prosthetic  applicances 

—  Special  treatment  services — EPSDT  .  . 

—  EPSDT 

Previously,  medically  needy  recipients,  whose  MA  cards 
bear  a  distinguishing  code  "P",  were  limited  to  twenty-one 
days  of  in-patient  hospital  care  for  any  single  admission, 
while  the  categorically  needy  were  eligible  for  unlimited 
stays.     That  restriction  has  been  dropped,  however,  with 
the  Maryland  Admissions  Review  Program  monitoring  length 
of  stay  on  a  case-by-case  basis  for  all  hospital  admis- 
sions.    As  a  result,  there  is  no  programmatic  difference 
in  the  benefits  available  to  either  category  of  recipients, 
since  no  co-payments  are  required  from  any  recipients  in 
Maryland  either. 

However,  a  control  exists  on  this  liberal  benefit 
package  in  the  requirement  of  prior  approval  on  "optional 
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services".     All  prior  approvals  are  handled  by  the  county 
Departments  of  Health  and  are  essentially  required  for 
certain  supplies   (prosthetic  devices,  for  example) ,  some 
dental  and  optometric  services,  organ  transplant  and 
cosmetic  surgery,  and  ambulance  services.''' 

Dialysis  is  not  specifically  included  in  the  Maryland 
Title  XIX  benefit  package  and  is  handled  by  a  separate  unit 
entitled  The  Maryland  Kidney  Disease  program.     Mandated  by 
the  state  legislature,  this  program  is  authorized  to  set 
rates  and  regulate  costs  for  dialysis  services  and  to  es- 
tablish and  operate  kidney  centers  throughout  the  state 
which  function  as  specialized  regional  clinics  for  kidney 
disease.     Since  Maryland  Medicaid  does  not  directly  reim- 
burse providers  for  dialysis,  all  MA  recipients  are 


1 

"Another  constraint  on  the  liberal  Maryland  Medicaid 
benefit  package  is  the  fact  that  it  was  found  to  be  a  com- 
mon occurrance  that  private  practitioners  have  limited 
participation  in  the  program.     This  is  largely  due  to  the 
added  administrative  functions  required  by  participation, 
i.e.,   speical  invoicing  procedures,  etc.     Also,  the  rela- 
tively low  reimbursement  rates  in  Maryland  provide  little- 
incentive  for  participation  in  the  program.  (Reimbursement 
is  based  upon  75%  of  the  75th  percentile  of  the  usual  and 
customary  rates  of  1969  with  upper  limits  at  the  Title  XVIII 
rate.)     This  lack  of  private  practitioner  participation  is 
especially  prevalent  in  Baltimore  City  where  the  majority  of 
private  practitioners  live  and  practice  outside  the  city. 
Therefore,  to  a  large  extent,  ambulatory  care  for  medical 
assistance  recipients  consists  of  outpatient  departments  and 
emergency  rooms  of  the  major  hospitals.     In  the  case  when  a 
recipient  cannot  find  the  kind  of  care  he  requires,  he  is 
sent  to  the  local  health  department  which  serves  as  a  re- 
ferral center  for  recipients  locating  the  necessary  practi- 
tioners.    The  department  of  Social  Services  does  not  offer 
any  kind  of  information  on  providers. 
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instructed  to  go  to  the  kidney  centers  to  be  treated. 
Title  XIX  in  Maryland  has  a  contract  with  the  Maryland  Kid- 
ney Disease  Program  and  reimburses  them  for  all  the  MA 
patients  that  they  handle.  Therefore,  in  effect,  Maryland's 
Title  XIX  program  does  pay  for  dialysis,  but  the  adminis- 
tration of  that  benefit  and  service  is  not  handled  directly 
by  the  Medical  Assistance  program. 

A  further  expansion  of  the  Title  XIX  benefit  package 
is  expected  in  the  field  of  mental  health  services:  day 
care  for  mental  patients  as  well  as  ancillary  services. 
However,  amendment  of  the  current  benefit  package  depends 
to  a  considerable  extent  on  fiscal  considerations.  What 
such  services  will  cost  and  how  many  people  are  projected 
to  use  the  services  will  decide  whether  the  service  will 
be  included  in  the  benefit  package  or  not.     At  the  present 
time  with  soaring  medical  costs  and  an  expanding  eligible 
population  due  to  the  macro-economic  situation,  additions 
to  the  benefit  package  seem  unlikely. 

Putting  present  circumstances  aside,  this  example  is 
representative  of  the  forces  at  work  on  any  change  in  the 
benefit  package.     The  largest  constraint  on  any  addition  or 
expansion  of  services  in  the  benefit  package  is  budgetary. 
Thus,   for  any  contemplated  change,  careful  cost  analyses 
are  undertaken  and  the  size  of  the  benefitted  population 
is  projected.     But  ultimately  it  rests  with  the  legislature 
to  determine  the  ability  of  the  program  to  pay  for  the  new 
service. 
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!• 4    Eligibility  Policy 

1.4.1    The  Relationship  between  Public  Assistance  and 
Medical  Assistance  Levels 

When  Title  XIX  was  first  legislated  in  Maryland,  the 
medically  needy  level  was  set  at  the  maximum  of  133  1/3% 
of  the  AFDC  payments.     This  has  remained  the  policy  on 
Medicaid  eligibility  levels  up  to  the  present  time.  This 
means  that  whenever  there  has  been  a  public  assistance 
grant  increase,  the  medical  assistance  level  has  increased^ 
an  equivalent  amount  to  maintain  the  133  1/3%  difference. 
In  fact,  when  a  public  assistance  increase  goes  through 
the  legislature,  there  is  no  separate  legislation  required 
to  increase  the  medical  assistance  protected  income  level. 
The  increase  in  the  Medicaid  eligibility  level  is  essen- 
tially a  rider  on  the  public  assistance  legislation.  A 
further  increase  is  expected  in  April  of  1975  to  adjust 
the  levels  up  to  the  increased  cost  of  living  due  to  in- 
flation. 

Setting  the  Medicaid  medically  needy  protected  income 
level  at  the  133  1/3%  maximum  from  the  very  beginning  was 
essentially  the  result  of  the  high  eligibility  level  of 
the  previous  state  medical  program.     In  adopting  the  fed- 
eral Title  XIX  program,  the  state  did  not  want  to  drop 
people  from  the  rolls  who  had  been  previously  eligible. 
Eowever,  even  the  133  1/3%  mark  was  not  high  enough  to 
capture  all  of  the  recipients  of  the  previous  state  program. 
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Therefore,  by  special  gubernatorial  dispensation,  a 
category  of  recipients  called  "Mandel's  Indigent"  was  cre- 
ated to  protect  those  who  were  rendered  ineligible  under 
Medicaid  due  to  income  alone.     Through  the  years,  as  eli- 
gibility levels  have  increased,  Mandel's  Indigents  have 
diminished,  until  at  the  present  time,  this  category  is 
reduced  to  only  a  small  number  of  one  member  households . 
It  is  forseen  that  if  in  April  19  75  a  further  increase  in 
the  levels  is  legislated,  that  even  this  last  group  of 
Mandel's  Indigent  will  be  eradicated  and  become  legally 
eligible  for  Medicaid. 

Figure  3  is  a  graphic  representation  of  the  current 
DESS  assistance  payments  levels  and  the  current  Medical 
Assistance  protected  income  levels.     For  families  of  one 
and  two  people,  the  MA  level  is  set  right  at  the  Federal 
maximum  of  133  1/3  percent  of  the  assistance  payment.  For 
all  others,  the  MA  level  is  pegged  very  near  the  maximum 
allowable.     For  families  of  more  than  ten  individuals,  the 
public  assistance  standard  rises  in  increments  of  $29;  the 
medical  assistance  protected  income  level  rises  by  $50  for 
every  additional  family  member  beyond  ten.     Figure  4  de- 
picts the  relationship  between  the  medical  assistance  pro- 
tected income  level  and  the  Mandel  Indigent  population  level 

Other  criteria  for  Medicaid  eligibility  are  determined, 
and  specified  by  the  Department  of  Health  and  Mental  Hygiene 
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FIGURE  3 

MEDICAL  ASSISTANCE  MONTHLY  INCOME  SCALES:  MARYLAND 
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FIGURE  4: 


MEDICALLY  INDIGENT:      MEDICAL  ASSISTANCE 
AND  MANDEL 1 S  INDIGENT 
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These  include  allowable  assets  which  are  $2,500  for  a  sin- 
gle individual  and  $100  for  each  additional  member  of  the 
family.     Assets  are  defined  to  include  such  things  as  bank 
accounts,  savings  accounts,  cash  surrender  value  of  life 
insurance  policies,   stocks,  bonds,  and  real  estate  other 
than  the  residence  of  the  applicant.     Automobiles  are  not 
included  in  a  determination  of  allowable  resources  if  re- 
quired by  an  applicant  for  work,  or  for  obtaining  food 
or  necessary  medical  treatment. 

Items  that  can  be  excluded  from  computation  of  total 
assets  include  the  market  value  of  real  property  that  is 
not  income-producing   (i.e.,  if  it  is  lived  in  or  held)"*", 
personal  items  to  maintain  the  home  or  needed  for  employ- 
ment, and  transportation  to  medical  care  or  employment. 
Further,  the  cash  value  of  life  insurance  with  a  maximum 
face  value  of  $1,000  for  each  person  18  years  or  over  and 
$500  for  each  person  under  age  18  is  exempt. 


Handling- property  questions  in  eligibility  determina- 
tion was  found  by  many  workers  to  be  the  major  problem  in 
the  entire  process.     This  is  understandable  once  the  regula- 
tions are  studied.     If  the  property  is  income  producing, 
then  that  income  is  included  in  determining  eligibility  on 
the  protected  income  standards.     Income  from  property  which 
caused  the  applicant  to  exceed  permissible  limits  would 
either  have  to  be  spent  down,  or  would  be  the  basis  for  a 
denial.     Moreover,  a  quick  calculation  is  required  to  deter- 
mine if  the  income  derived  from  the  property  is  realistic. 
If,   for  example,   an  applicant  appears  to  be  renting  a  dwell- 
ing or  a  farm  to  an  offspring  or  relative  for  a  nominal  amount, 
that  property  income  is  tested  by  determining  what  the  assessed 
cash  value  of  the  property  would  yield  if  deposited  in  an  or- 
dinary savings  account.     If,  by  this  test,  the  income  received 
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In  computing  gross  income  for  eligibility  determina- 
tion, the  following  items  are  excluded:     SSI  income,  income 
for  child  support,  and  certain  income  exemptions  for  the 
elderly.''"     In  addition,  disregards  and  deductions  adjust 
gross  income.     A  flat  $7.50  is  disregarded  for  the  elderly, 
blind  or  disabled,  and  $5.00  for  all  others.     Further,  for 

(continued  from  previous  page) 

appeared  unreasonably  low,  the  property  might  be  held  to 

be  an  untapped  resource,  and  consequently  a  possible  grounds 

for  denial. 

If  the  property  is  not  income  producing,  it  is  con- 
sidered a  resource  or  asset.     Its  worth  is  determined  either 
by  using  the  most  recent  tax  valuation  or  an  independent  as- 
sessment.    If  its  value  exceeds  permissible  resource  levels, 
then  the  applicant  may  be  required  to  take  steps  to  dispose 
of  it.     However,  we  were  told  that  the  property  cannot  tech- 
nically be  considered  a  resource  to  apply  to  medical  expenses 
unless  it  is  "in-hand".     Therefore,  a  spend-down  applicant 
might  be  put  on  the  program  rolls  for  the  duration  of  the 
six-month  income  calculation  period  if  medical  needs  were 
acute  and  market  conditions  prevented  immediate  disposition 
of  the  property  at  a  fair  market  price.     Once  the  property 
were  sold,  however,   the  proceeds  would  then  be  considered 
an  asset  in  excess  of  permissible  limits  and  would  either 
result  in  the  recipient  being  removed  from  the  rolls  or  de- 
clared ineligible  at  the  time  of  a  subsequent  redetermination 
until  the  resource  levels  had  been  spent  down  on  medical  care 
costs  to  the  protected  levels. 

Transfer  of  property  in  a  period  of  up  to  three  years 
prior  to  application  for  Medical  Assistance  is  also  grounds 
for  denial.     On  the  other  hand,   transfer  of  property  after 
applying  to  the  program,  with  the  intent  of  circumventing 
the  intent  of  the  law,   is  deemed  to  be  fraud. 

Recoveries  are  not  made  from  estates  in  Maryland  unless 
the  program  recipient  was  65  years  of  age  or  over,  has  no 
surviving  spouse,  no  child  under  21,  and  no  adult  child  who 
is  either  blind  or  disabled.     Recoveries  during  the  lifetime 
of  the  recipient  normally  occur  under  only  three  circumstances 
voluntary  payment  by  or  on  behalf  of  the  recipient;  recovery 
made  as  the  result  of  a  suit  involving  third  party  liability 
or  the  lump  sum  settlement  of  a  non-support  suit. 

"'"Foodstamp  value,  relocation  expenses,  educational  ex- 
penses are  also  excluded  from  income. 
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all  Social  Security  beneficiaries  $8.00  is  deducted,  and 
for  all  Railroad  Retirement  beneficiaries,   $4.00.     In  addi- 
tion, for  each  member  of  a  case  unit  with  earned  income 
when  the  recipient  is  blind,  the  first  $85.00  of  earned  in- 
come and  5  0%  of  the  remainder  is  disregarded.     For  the 
elderly  the  disregard  is  $10.00  of  earned  income  and  50% 
of  the  next  $40.00. 

Besides  these  disregards  there  are  numerous  allowable 
deductions  from  income  such  as  transportation  costs  to 
work,  retirement  program  costs,  taxes,  and  lunches.  Yet 
another  deduction  is  allowed,  and  this  is  most  pertinent 
to  the  spend-down  program  and  in  fact  is  the  key  to  spend- 
down  eligibility:     the  actual  documented  cost  of  legitimate 
medical  expenses. 

"Legitimate"  medical  expenses  are  defined  in  the  draft 
MA  regulations  as  follows.''" 

1.  Hospital  and  medical  insurance  payments,  but  ex- 
cluding Medicare  Part  B. 

2.  Regular  documented  payments  to  a  hospital  or  health 
care  provider  to  retire  indebtedness  for  past  medica 
costs  covered  by  Medical  Assistance 

3.  Regular  payments  to  reimburse  a  loan  to  retire  in- 
debtedness for  past  medical  costs  covered  by  medical 
assistance . 


Maryland  DHMH,  Medical  Assistance  Policy  Administration 
Eligibility  Regulations,   10.09.01.04,  unprinted  document. 
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4.  Medically  justified  housekeeping  services... 
not  to  exceed  the  allowance  of  the  Social  Ser- 
vices Administration 

5.  Vocational  rehabilitation  when  not  funded  by 
the  Department  of  Education 

6.  Telephones  when  required  with  medical  justifi- 
cation. .  . 

7.  For  applicants  or  recipients  currently  in  a 
hospital  any  excess  income  after  the  application 
of  all  other  disregards  and  deductions,  provided 
the  amount  is  less  than  the  projected  amount  of 
the  hospital  bill.     The  applicant/recipient  shall 
be  legally  responsible  for  reimbursing  the  hos- 
pital the  amount  of  this  allowed  deduction. 

8.  Unpaid  medical  bills  incurred  within  three  months 
of  the  date  of  application  provided  the  period 

of  eligibility  is  established  to  include  the 
months  in  question. 

Therefore,   it  is  in  the  application  of  medical  deduc- 
tions that  the  spend-down  case  is  filtered  out  from  the 
rest  of  the  medically  needy  population.     The  latter  have 
no  excess  income  after  deductions,  while  the  spend-downs 
are  left  with  excess.     It  follows  that  for  the  spend-down 
case,  becoming  eligible  is  essentially  a  matter  of  accumu- 
lating sufficient  medical  deductions  which  will  lower 
his  income  to  the  protected  income  level. 

Long  term  care  recipients  are  treated  differently  in 
terms  of  the  disregards  and  deductions  that  are  applied  to 
their  income.     Recipients  confined  to  nursing  homes  are 
allowed  to  retain  between  $29.50  and  $5.00  from  their  monthly 
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income  for  personal  expenses,  depending  on  their  category 
and  its  relevant  disregards.     Additional  retentions  are 
possible,  depending  on  the  source  of  the  income.     If  the 
nursing  home  patient  is  the  source  of  support  for  a  family 
at  home,  deductions  can  also  be  made  from  his  income  to 
bring  their  income  levels  up  to  the  MA  eligibility  levels 
prescribed  for  a  family  of  its  size.     Finally,  a  provision 
is  made  for  special  deductions  for  a  nursing  home  patient 
with  a  realistic  prospect  of  ultimate  return  to  the  com- 
munity.    In  order  to  permit  him  a  place  to  return  to, 
it  is  possible  to  deduct  the  amount  of  the  rent  or  mortgage, 
as  paid,  on  his  dwelling.     Calculations  for  individuals  in  nur- 
sing homes  and  chronic  hospitals  must  take  into  consideration 
the  location  of  his  treatment.     The  current  MA  manual  materials 
include  schedules  of  such  facilities  approved  by  the  Department 
of  Health  and  Mental  Hygiene,   and  the  audited  cost  of  care  ap- 
proved for  the  facility.     After  all  relevant  income  deductions 
are  made,   the  balance  of  the  income  of  a  nursing  home  patient 
is  applied  to  the  cost  of  his  care,  with  the  Medical  Assistance 
program  paying  for  the  balance  of  that  cost. 

1.4.2     Impact  of  SSI 

On  January  1,  1975,  SSI  recipients  were  granted  automatic 
Medicaid  eligibility.  The  impact  of  this  new  policy  could  not 
yet  be  seen  at  the  time  of  this  research.     However,  DHMH  projects 
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a  considerable  recipient  population  increase  in  1975-6,  at- 
tributable to  not  only  the  general  economic  situation,  but 
also  the  new  MA  eligibility  for  SSI  recipients. 

Because  of  difficulties  experienced  in  using  the  Social 
Security  Administration's  eligibility  tapes,  Maryland  has  es- 
tablished its  own  procedure  for  enrolling  SSI  recipients  in 
the  program.     In  order  to  enroll  in  the  Medicaid  program,  SSI 
recipients  are  required  to  obtain  SSI  eligibility  first,  and 
present  proof  to  the  county  Departments  of  Social  Services. 
There,  eligibility  workers  will  obtain  from  the  applicant 
only  the  information  required  to  enter  the  case  on  the  state 
eligibility  file:     a  complete  application  and  determination 
is  not  required.     These  SSI  recipients  are  subject  to  routine 
redeterminations  once  a  year. 

1.4.3    Eligibility  Period  and  Retroactivity  Provisions 

Medicaid  eligibility  periods  vary  between  categories  of 
recipients  in  Maryland.     The  period  of  certification,  or  eli- 
gibility period,  is  twelve  months  long  fcr  the  aged,   the  blind, 
the  disabled,  and  for  foster  children.     The  rationale  behind 
this  long  period  of  eligibility  is  that  these  are  considered  • 
to  be  essentially  stable  categories  of  recipients.     Their  cir- 
cumstances are  not  expected  to  change,  and  redetermination  of 
such  cases  on  a  six-monthly  basis  would  be  unnecessary  and 
costly.     All  other  categories  of  recipients  are  on  a  six-month 
eligibility  cycle,   including  AFDC  cases  and  all  spend-downs, 
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for  example.     These  are  considered  to  be  more  volatile,  both 
in  terms  of  changes  of  income  and  medical  needs.  Consequently/ 
their  eligibility  is  reviewed  every  six  months. 

In  addition  to  this  distinction,   there  is  also  a  separate 
category  called  the  One-Time-Onlies   (OTO's)   or  in  Baltimore 
City,   "Opened  and  Closed"  cases.     These  are  cases  who  come  into 
the  Medical  Assistance  system  for  a  specific  need,  usually  a 
critical  or  catastrophic  medical  need.     At  the  time  of  eligi- 
bility determination,   these  recipients  can  be  certified  for  30, 
60,   90  days  or  up  to  the  full  six-month  period.     The  length  of 
the  designated  certification  period  depends  on  anticipated  du- 
ration of  necessary  medical  care.     If  Medical  Assistance  is  re- 
quired for  a  pending  hospitalization  after  which  there  will  be 
little  follow-up  care,   it  would  be  logical  to  certify  this  per- 
son for  a  maximum  of  three  months.     Although  the  OTO  provision 
exists  in  theory,  in  practice  there  are  very  few  people  certi- 
fied for  less  than  six  months.     The  concept  for  OTO  was  evolved 
to  put  a  control  on  over-utilization.     It  sought  to  tailor  Medi- 
cal Assistance  benefits  to  the  specific  need  of  the  recipient. 
The  rationale  was  that  if  a  person  enters  the  Medical  Assistance 
system  for  a  specific  need,  once  this  need  is  satisfied  there  is 
little  residual  need  for  medical  services.     It  is  important  to 
note,   that  all  Spend-down  cases  are  classified  as  OTO's.  In 
other  words,   there  are  strict  institutionalized  controls  on 
their  participation  in  the  program.     And  further,   the  spend-down 
population  as  a  group  is  considered  to  be  generally  capable  of 
meeting  its  regular  medical  needs.     It  is  only  in  the  case  of 
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a  catastrophic  need  that  a  Spend-down  case  is  thought  eligi- 
ble for  Medical  Assistance. 

Another  factor  causing  variation  in  eligibility  period 
cycles  is  the  use  of  retroactivity  in  Maryland,   and  it,  in 
particular,  impacts  the  spend-dov.m  case.     By  definition,  re- 
troactivity is  a  way  of  honoring  past  medical  needs  and  expen- 
ses and  counting  these  in  eligibility  determination.  There- 
fore,  in  the  case  of  a  client  who  seeks  Medical  Assistance  ex 
post  facto   (for  example,  he  is  finding  it  difficult  to  pay  for 
a  past  hospitalization)   retroactivity  can  be  used  to  backdate 
his  eligibility  period  to  cover  that  past  expense."*"    The  maxi- 
mum period  of  time  that  can  be  backdated  in  this  way  is  three 
months . 

This  retroactivity  concept  always  applies  to  the  spend- 
down  case  in  Maryland.     When  an  applicant  comes  in  to  the  DOSS 
and  his  income  is  computed  and  found  to  be  over scale,  he  is  pro 
claimed  ineligible  and  told  that  only  if  he  begins  to  have  larg 
on-going  medical  expenses  can  he  return  and  be  reconsidered  for 

^"One  of  the  most  unusual  features  of  Maryland  retroac- 
tivity policy  is  that  it  may  be  used  to  cover  the  expenses  of 
an  applicant  who  is  deceased.     If  it  can  be  demonstrated  that 
an  applicant  would  have  met  the  eligibility  requirements  for 
.participation  in  the  program  within  the  preceding  three  months, 
and  that  the  applicant  died  leaving  unpaid  medical  expenses, 
these  expenses  can  be  covered  by  the  program. 

2 

Maryland  just  recently  decided  to  allow  three-month  re- 
troactivity.    Until  last  year,  one-month  retroactivity  was 
the  maximum  allowed. 
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Medicaid.     If  and  when  he  returns  with  expenses  equalling  his 
excess  income,  his  medical  deductions  effectively  lower  his 
income  to  the  Medicaid  protected  income  level.     If  his  accumu- 
lated expenses  have  been  paid,  his  income  is  indeed  effectively 
diminished  to  the  eligibility  level  and  he  is  certified  for  a 
six-month  period  starting  at  his  second  visit  to  the  DOSS. 
However,  if  the  accumulated  medical  expenses  are  merely  in- 
curred,  the  certification  period  is  said  to  have  begun  at  the 
first  date  of  application,   and  now  he  is  made  eligible  for  the 
remainder  of  the  six  months. 

Retroactivity  enters  in  the  second  example.     Past  expenses 
are  honored  and  thus  counted  as  deductions  in  eligibility  deter 
mination.     Since  these  expenses  began  after  the  initial  visit 
to  the  DOSS,  the  period  during  which  they  are  incurred  is  used 
in  the  designation  of  the  actual  eligibiltiy  period. 

It  is  important  to  differentiate  the  use  of  retroactivity 
in  this  case  from  retroactive  eligibility.     In  the  case  of  a 
spend-down,  technically  retroactive  eligibility  is  not  being 
granted.     In  the  case  of  a  categorically  or  medically  needy  in- 
dividual, the  actual  eligibility  period  can  be  backdated  in  or- 
der that  Medicaid  can  pick  up  past  unpaid  medical  expenses. 

An  example  will  clarify  this  issue.     An  applicant  comes 
into  the  DOSS  office,  whose  income  is  $300  overscale.     She  is 
told  by  the  eligibility  worker  that  she  is  ineligible,  but 
told  that  if  she  begins  to  have  regular  medical  expenses  or  if 
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she  happens  to  have  an  anticipated  large  hospitalization  or 
large  medical  expense  in  the  future,   then  she  is  to  come  back. 
She  goes  away  and  comes  back  two  months  later  with  bills  equal- 
ling $100  and  an  anticipated  surgeon's  fee  of  $200  and  expected 
hospitalization.     She  therefore  has  accumulated  sufficient  ex- 
penses to  take  care  of  her  spend-down  liability  and  prove  her 
on-going  medical  needs.     She  is  then  certified  from  the  point 
of  meeting  her  spend-down.     However,   the  starting  point  of  the 
six-month  period  of  eligibility  is  placed  at  the  point  at  which 
the  amount  of  overscale   (or  of  the  spend-down)  was  begun  to  be 
incurred  which  happened  right  after  she  came  into  the  office  the 
first  time  to  apply.     Therefore,   she  has  two  months  of  past  medi 
cal  expenses  that  are  honored  by  the  retroactivity  .rule  and  she 
certified  for  four  months.''' 

However,  in  contrast  to  this  example  where  the  applicant 
returned  with  merely  incurred  expenses,   if  she  went  ahead  and 
paid  these  expenses,  it  is  inferred  that  she  has  spent-down 
her  "overscale"  and  has  therefore  lowered  her  income.     She  is 
now  legitimately  medically  needy.     Therefore,  when  she  came  in 


The  only  exception  to  this  rule  is  that  if  the  medical 
expense  is  an  outstanding  or  anticipated  hospital  bill,  the 
client  can  be  immediately  certified  with  the  stipulation 
that  she  is  liable  for  a  portion  of  the  bill  equal  to  her  cal- 
culated excess  income.     If  the  bill  in  question  is  in  the  past, 
retroactive  eligibility  would  be  used  so  that  Medicaid  could 
legitimately  pay  for  its  portion.     If  the  bill  is  in  the  fu- 
ture,  the  eligibility  period  would  most  likely  begin  on  the 
date  of  application. 
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the  second  time  having  paid  her  previously  declared  $300 
spend-down,  this  amount  will  be  deducted  from  the  gross 
income,  and  being  medically  needy,   she  would  be  certified  for 
the  full  six  month  period  starting  on  that  date.     Only  if 
there  was  yet  a  medical  expense  in  the  past  exceeding  her 
spend-down  liability  that  had  to  be  paid  would  actual 
retroactive  eligibility  come  into  the  picture.     In  such  a 
case,  eligibility  would  be  backdated  in  order  to  cover 
that  expense  by  Medicaid,  and  the  future  end  date  of  the 
eligibility  period  would  be  appropriately  adjusted. 

The  eligibility  cycle  for  long  term  care  recipients 
depends  again  on  their  categorical  linkage.     Since  they 
are  usually  elderly  or  disabled,   long  term  care  recipients' 
eligibility  cycle  functions  on  a  twelve  month  period. 
There  are  few,  if  any,   spend-down  cases  in  the  long  term 
care  kind  of  situation.     The  fact  that  recipients  must  con- 
tribute all  of  their  income,   if  they  don't  have  dependents 
living  at  home,  to  their  care,  with  deduction  between  $5 
to  $29.50   (depending  on  the  disregards  they  are  eligible 
for),  is  not  technically  called  a  spend-down  in  Maryland. 
The  only  situation  where  a  person  would  be  called  a  spend- 
downer  in  a  long  term  care  situation  would  be  if  his  in- 
come was  greater  than  the  cost  of  care.'*'    He  would  have  to 
spend-down,  therefore,  his  excess  income   (prorated  on  a 

^Technically,  he  should  be  proclaimed  ineligible. 
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twelve-monthly  basis)  on  other  medical  expenses,  not  the 
expense  of  his  long  term  care.  These  expenses  could  in- 
clude prescription  materials,  medical  supplies,  transpor- 
tation, etc.  However,  in  general  there  are  no  more  than 
a  handful  of  these  long  term  care  spend-down  cases  since 
the  cost  of  care  is  extremely  high. 


41 


1 .  5    Policy  Dissemination 
1.5.1  Manuals 

Since  the  Medical  Assistance  Policy  Administration 
of  DHMH  is  responsible  for  the  development  of  all  policies 
pertaining  to  Medicaid,  it  is  also  responsible  for  the 
dissemination  of  this  policy  to  those  who  implement  it. 
However,  due  to  staff  shortages  in  the  past,  DHMH  has  not 
been  able  to  fulfill  this  function  and  DESS  has  supplied 
most  policy  and  procedural  materials,  disseminating  them 
to  the  local  level.     Therefore,  up  to  the  present  time, 
al]  rules  and  procedural  directives  on  Title  XIX  have  been 
presented  in  a  chapter  of  the  Public  Assistance  Manual. 

Changes  or  clarifications  in  this  core  manual  material 
can  be  generated  from  either  the  local  level  or  from  the 
two  state  departments.       Either  way,   the  change  must  be 
signed  off  by  the  Director  of  MAPA  in  DEMH  and  be  handled 
by  the  Medical  Assistance  Specialist  in  the  Bureau  of  In- 
come Maintenance  in  DESS.     When  this  specialist  receives 
specific  inquiries  from  the  local  offices,   she  obtains 
clarifications  from  the  staff  at  MAPA  and  transmits  the 
information  back  to  the  localities  either  in  manual  amend- 
ments or  in  bulletins.     Similarly,  new  policy  or  procedural 
changes  developed  in  DHMH  are  routed  through  the  specialist 
who  couches  the  information  in  appropriate  manual  or  bul- 
letin format  and  then  disseminates  it  to  the  localities. 
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Rarely  do  policy  memos  from  MAP A  go  directly  to  the  local- 
ities without  passing  through  the  hands  of  DESS . 

With  the  new  Medical  Assistance  Regulations  well  on 
the  road  to  legislation,  DKMH  is  currently  undertaking  de- 
velopment of  a  Medical  Assistance  Manual.     The  sources 
for  the  manual  are  primarily  the  new  statutory  regulations 
and  a  draft  manual  that  had  been  written  by  an  outside 
writer  in  February  1974.     The  goals  of  the  new  manual  are 
to  provide  the  specificity  and  concrete  procedural  rules 
that  are  lacking  in  the  present  materials  available  to 
eligibility  staff.     The  new  manual  is  anticipated  to 
achieve  a  uniformity  of  procedures  throughout  the  state. 

Besides  stating  the  fundamental  policies  and  objec- 
tives of  the  Title  XIX  program  in  Maryland,   the  new  manual 
will  have  separate  sections  on  benefits,  eligibility  pro- 
cedures, etc.     Procedural  rules  will  be  presented  with 
direct  reference  to  forms,  giving  step-by-step  explanations 
of  their  use.     A  special  section  will  deal  with  the  new 
provision  of  automatic  MA  eligibility  for  SSI  recipients. 
Concurrent  to  this  manual  development,  many  of  the  DESS 
forms  that  have  been  used  up  until  the  present  time  are 
being  revised. 

The  new  manual  will  not  have  to  be  approved  by  the 
legislature  but  will  be  submitted  to  a  variety  of  in- 
house  departments  prior  to  dissemination  to  localities. 
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The  intent  is  to  pre-test  the  manual  and  to  pinpoint  am- 
biguities and  unclear  directives.     It  is  important  to 
note  that  the  DHMH  manual  writer  works  in  close  consulta- 
tion with  DESS ,  both  policy  administrators  and  the  MA 
specialist  and  with  the  Baltimore  City  Department  of  Social 
Services . 

1.5.2     Supervision  of  Local  Offices 

Supervision  of  the  activities  of  the  county  Depart- 
ments of  Social  Services  is  logically  the  responsibility 
of  the  DESS.     This  function  is  performed  by  a  team  of  five 
field  supervisors  headquartered  in  the  Bureau  of  Income  . 
Maintenance  in  DESS.     Each  supervisor  is  assigned  a  number 
of  counties  to  whom  he  provides  technical  assistance  on 
all  public  and  medical  assistance  programs.     These  field 
supervisors  are  Income  Maintenance  specialists,  and  since 
there  is  no  specialized  medical  assistance  supervisory 
staff,   they  field  queries  on  Medicaid  as  well.  Rather 
than  answering  questions  and  solving  problems  on  MA  them- 
selves, the  field  supervisors  refer  them  to  the  Medical 
Assistance  Specialist  in  the  state  DESS.     She  obtains  the 
policy  clarification  or  solves  the  technical  problem  and 
issues  appropriate  notices  to  all  counties. 

Therefore,  rather  than  being  technically  "supervisory", 
these  procedures  are  a  means  of  providing  policy  clarification 
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and  technical  assistance  to  county  DOSS's.     The  part  of 
supervision  that  is  evaluative  is  left  for  other  mechan- 
isms and  bodies  in  the  system  and  will  be  discussed  later. 

1.5.3     Eligibility  Staff  Training 

Prior  to  1974,  all  eligibility  staff  training  was 
decentralized  and  the  responsibility  of  the  individual 
directors  of  the  county  DOSS's.     In  1974,  a  training  course 
on  all  programs  including  public  and  medical  assistance 
and  foods tamps  was  instituted.^     The  development  of  train- 
ing materials  began  with  a  field  review  of  major  problem 
areas  encountered  by  the  eligibility  staff.     These  formed 
the  core  of  the  training  program.     The  focus  of  the  train- 
ing is  on  practical  application  of  rules  and  procedures, 
filling  out  forms,  mechanical  computations  of  income,  etc. 

The  training  program  is  differentiated  for  new  and 
experienced  workers,   although  training  is  rarely  adminis- 
tered to  a  differentiated  audience.     The  training  package 
is  a  seven  and  a  half  day  session:     three  days  on  public 
assistance,  two  and  a  half  on  food  stamps,  and  two  days 
on  Medical  Assistance.     The  training  course  is  usually  ad- 
ministered upon  demand,  at  the  discretion  of  field  super- 
visors and  county  directors. 


Some  hypothesized  that  the  training  program  was  insti- 
tuted in  response  to  concern  regarding  error  rates  in  the 
AFDC  program.     Baltimore  City  has  had  its  own  training  program 
for  new  workers  for  many  years . 
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From  the  point  of  view  of  the  chief  trainer,  spend- 
down  procedures  do  not  represent  an  area  of  particular 
confusion  or  difficulty  among  eligibility  staff.     It  is 
given  little  coverage,  therefore,  in  the  two  days  of 
training  on  Medical  Assistance. 

1.5.4    Provider  Information,  Training  and  Supervision 

The  responsibility  for  provider  training  and  informa- 
tion rests  with  the  Provider  and  Recipient  Relations  Unit 
of  the  Medical  Assistance  Policy  Administration  in  DEMH. 
Activity  in  this  area  consists  mainly  of  technical  assis- 
tance, provided  by  a  team  of  provider  representatives  roving 
the  field,  visiting  providers  upon  request  and  fielding 
questions  called  in  to  the  staff  office.     An  elaborate 
training  program  for  providers  has  not  been  developed  as 
there  is  found  to  be  little  demand  for  anything  besides 
assistance  on  mainly  billing  technicalities. 

In  addition  to  this  service  there  is  an  Institutional 
Services  unit  covering  hospitals  and  long  term  care  facil- 
ities and  a  Professional  Services  unit  for  all  private 
practitioners  as  well  as  pharmacies.     Both  units  operate 
within  MAPA  also.     Essentially,  the  tasks  assigned  to 
these  groups  are  certifying  providers  for  participation  in 
the  Title  XIX  program,  developing  manuals  specific  to  each 
type  of  provider,''"  answering  provider  questions  and  monitoring 

"'"At  the  present  time,  manuals  are  being  written  in 
accordance  with  the  new  regulations. 
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their  performance  with  periodic  medical  reviews.  Neither 
of  these  units  have  any  field  responsibilities.     Any  re- 
quests for  technical  assistance  that  they  may  receive 
are  forwarded  to  the  Provider  Relations  Unit. 

In  the  past,  a  major  issue  brought  to  the  attention 
of  these  provider  liaison  groups  concerned  the  spend-down 
population.     Specifically,   these  inquiries  centered  around 
billing  procedures  for  a  recipient  in  an  in-patient  hospi- 
tal setting  who  has  "resources,"  i.e.,  excess  income.  The 
use  of  a  special  216  form  identifying  the  spend-down  lia- 
bility is  required  and  when  the  216  was  first  developed, 
it  caused  confusion  among  institutional  providers.  Since 
216  procedures  have  been  clarified,  all  provider  service 
units  attest  to  no  particular  problem,  either  conceptual 
or  operational,  with  spend-down  among  Medicaid  providers. 

1.5.5     Public  Information 

DHMH  developed  an  information  booklet  describing  the 
Title  XIX  program,   entitled  "Answers  to  Your  Questions 
About  Medicaid".     Besides  information  on  eligibility  cri- 
teria, benefits  offered,  and  application  procedures,  the 
booklet  includes  lists  of  addresses  and  telephone  numbers 
of  the  county  DOSS 1 s  and  health  department  for  easy  refer- 
ence.    Unfortunately,   this  very  informative,  well-presented 
booklet  was  last  published  in  May  1973,  and  some  of  its 
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facts   (especially  eligibility  levels)   are  out  of  date. 
Also,  its  availability  is  limited.     In  addition  to  this 
DKMH  booklet,  fliers  describing  MA  are  available  at  Social 
Security  Administration  offices  to  educate  prospective 
recipients  about  the  benefits  they  will  be  receiving. 

A  new  program  of  public  information  on  Medical  Assis- 
tance is  currently  being  launched  by  a  Community  Services 
Unit  in  MAPA.     This  will  consist  of  seminar-workshops  for 
communities  and  regular  bulletins  to  recipients  and  pro- 
viders.    Providers  are  considered  a  key  target  for  dis- 
semination of  program  information  since  they  are  excellent 
referral  sources  for  needy  potentially  eligible  clients. 

Besides  these  DKMH  initiatives  in  the  field  of  public 
information,   finding  out  about  the  Medical  Assistance  pro- 
gram is  the  business  of  various  interest  groups  representing 
the  recipient  population.     A  good  example  is  the  private 
and  quasi-public  associations  for  the  elderly  who  make  a 
point  of  keeping  up  to  date  on  MA  policies  and  disseminating 
the  information  to  their  constituents.     Similarly,  legal 
aid  groups  and  welfare  rights  groups  keep  the  populations 
they  work  for  well  informed  regarding  the  program. 
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2 . 0  Policy  Implementation:     The  Eligibility  Process 

2 . 1  Intake  and  Application 

There  are  twenty-three  counties  in  Maryland  and  in 
each  county  there  is  a  Department  of  Social  Services  of- 
fice.    Each  of  these  offices  serves  as  an  intake  point 
for  Medicaid.     In  addition,  in  large  counties,  particularly 
if  they  are  urban  and  handling  a  large  recipient  popula- 
tion, eligibility  staff  are  stationed  in  major  hospitals 
to  do  intake.     The  City  of  Baltimore,  where  two-thirds  of 
the  entire  Maryland  Medicaid  population  is  centralized, 
has  a  different  organization  for  intake.     While  public 
assistance  programs  are  administered  in  twenty-three  dis- 
trict offices  throughout  the  city, .  Medical  Assistance  is 
centralized  in  one  office.     In  addition  to  this  central 
office,  seven  hospitals,  one  major  clinic,  and  selected 
major  nursing  homes  are  intake  points  where  applications 

can  be  processed  up  to  the  point  of  eligibility  determina- 
1 

tion. 


Once  a  case  is  enrolled,   it  is  transfered  for  all 
subsequent  redeterminations  and  termination,   if  necessary, 
to  the  central  office.     However,   a  spend-down  case  is 
handled  differently.     Once  excess  income  is  computed  by 
the  intake  staff  at  an  outpost,  the  case  is  transfered  to 
the  central  office.     Following  the  case  through  the  spend- 
down  procedure  to  the  point  of  ultimate  eligibility  is 
not  the  responsibility  of  the  intake . workers  at  the  out- 
posts.    The  eligibility  staff  stationed  in  major  city 
nursing  homes  can  not  only  process  applications  but  also 
do  necessary  reconsiderations. 
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Intake  in  Baltimore  City  is  even  further  specialized 
beyond  the  district  organization.     Categorically  needy 
recipients'  Medical  Assistance  eligibility  is  handled  by 
the  decentralized  public  assistance  offices.     In  other 
words,  when  a  new  public  assistance  applicant  is  found 
eligible,  he  is  automatically  entered  on  MA  roles  by  the 
worker.     The  central  Medical  Assistance  office  has  no 
contact  with  these  categorically  needy  Medicaid  recipients 
That  office  handles  only  the  non-money  payment  Medical 
Assistance  cases,  i.e.,  the  medically  needy  and  the  spend- 
down  populations . 

What  "intake"  procedures  for  automatically  eligible 
SSI  recipients  will  be  is  presently  being  determined.  At 
the  present  time  they  are  required  to  present  proof  of 
SSI  eligibility  to  the  county  DOSS's  and  must  be  inter- 
viewed briefly  by  eligibility  staff.     Only  information 
for  intake  into  the  central  eligibility  file  is  obtained 
in  order  to  have  some  data  in  the  case  record,   and  each 
case  is  individually  entered  onto  the  state  MA  eligibility 
file  by  the  MA  intake  worker.     These  procedures  do  not 
conform  with  the  way  transfers    (due  to  changes  in  case 
circumstances)   from  PA  categories  are  handled.     These  case 
are  treated  like  new  clients;  entirely  new  applications 
are  processed.     The  PA  file  is  never  consulted. 
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Applications  can  be  requested  by  letter  or  by  telephone 
and  will  be  mailed  out.     Theoretically,  the  bulk  of  the  ap- 
plication can  be  done  by  mail  if  necessary.  Ultimately, 
however,  the  client   (or  a  representative)  must  appear  at 
the  DOSS  to  sign  the  legal  affadavit  which  is  part  of  the 
application,  binding  the  client  to  the  facts  given  in  the 
application."'"     It  is  extremely  rare  that  an  applicant  suc- 
cessfully completes  most  of  the  application  form  alone  and 
provides  necessary  verifications  by  mail.     Therefore,  in 
reality,  completing  an  application  for  Medicaid  involves 
several  trips  to  the  DOSS,  bringing  in  documentations  and 
information. 

As  mentioned  previously,   the  application  form  is  cur- 
rently being  revised,  replacing  a  DESS  from  that  has  been 
used  until  the  present  time  with  a  DHMH  form.      (The  currently 
used  form  is  shown  in  Figure  5.)     The  application  form  con- 
tains the  core  of  data  on  every  recipient  in  the  system  and 
includes  all  information  necessary  for  the  state  eligibility 
file.     Besides  what  is  vital  in  eligibility  determination, 
the  application  form  requires  evidence  and  documentation  of 
verifications  for  all  necessary  items.     Thus  the  applica- 
tion form  itself  enforces  the  rule  of  verification  in 

"'"The  fact  that  the  Medicaid  application  is  a  legal 
document  is  hopefully  making  the  insertion  of  fraudulent 
information  on  the  application  more  of  a  risk.     The  affa- 
davit cannot  be  signer1  until  all  the  information  for  the 
application  has  been  obtained  and  all  verifications  completed. 
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APPLICATION  FOR  MEDICAL  ASSISTANCE 


Request  Date 


"1 


(First  rw  e,  Middle  Initial,  Last  Name) 


(Street  Address) 


■ 

■ 


(City,  State,  Zipcode) 

Years  in  Maryland?  (how  many)  

Cuban  Refugee  *  


Case  No  

Representative  making  request  if  other  than 
Applicant: 

Name 

Address 

Relationship  to  Applicant 
TELEPHONE: 
Applicant:  


Representative: . 


Family  Members:     List  all  names  including  Applicant  to  be  covered  by  Medical  Card; 

(Include  all  unmarried  children  under  18  living  with  you,  include  maiden  name  of  married  v/oman) 


FULL  NAME 

BIRTH  DATE 
mo  /  day  /  yr 

SEX 

RACE 

RELATIONSHIP 

SOCIAL  SECURITY  NO. 

1  

1  

1 

1   

■  1 

2.  Is  any  adult  listed  above  disabled7  No 

(l(  yes>  may  need  doctor's  statement) 


Yes.  Blind? 


No 


Yes 


f 


Does  husband  or  wife  of  any  person  listed  above  live  outside  the  home  

If  yes,  give  Name  Address 


No 


Yes  (legal  action  may  be  required) 


If  dead,  give  Name . 


and  date  of  death  . 


4.  If  both  parents  (or  one  parent  and  stepparent)  are  in  the  home  with  children,  give  date  of  marriage  

|J  Is  father  in  the  home  employed  No  Yes.     If  YES,   Full-time    Part-time 

6.  Does  parent(s)  of  any  minor  children  listed  live  outside  the  family?  No  Yes  (legal  action  may  be  required) 

£j  If  yes,  give  Name  


Address 


i 
i 
■ 


If  dead,  give  Name. 


and  date  of  death 


Does  any  person  listed  with  Family  Members  pay  support  to  anyone  OUTSIDE  the  home?  No 

If  yes,  FOR  WHOM  Name(s)  Address   

Relationship  


.Yes 


Amount  $ 


How  often? 


Is  this  support  by  order  of  the  court  or  •  oluntary? 

ESS/SSA-213  Rev.  1  1/72 
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8.  List  all  money  or  checks  coming  into  your  home. 

Who  For  How  Much  Where  From  How  Often 

  $     

.  _   $      

 .  $     

If  you  have  no  income,  how  are  you  supported?  


9.  Employment:  If  working,  (or  self  employed)  complete  below: 


PERSON  WORKING 

KIND  OF  WORK  AND 

PAY  BEFORE 

HOW  OFTEN 

WORK  EXPENSES 

tMrLOYtK 

DEDUCTIONS 

PA  1  D 

AND  DEDUCTIONS 

Soc.  Sec.  $ 

per 

Taxes 

State  S 

ppr 

Federal  S 

.  per 

Health  Ins.  S 

.  per 

Pension  S 

per 

Transportation  to  and 

from  work  $ 

per 

Child  Care  S 

per 

Cost  of  Uniforms, 

Tools,  etc.  S 

per 

Union  DuesS 

per 

**lf  earnings  are  not  the  same  each  pay,  include  3  or  more  recent  pay  stubs. 


Soc.  Sec.     $  per. 

Taxes 

State      $_  per_ 

Federal  $  per_ 

Transportation  to  and 

from  work  S   per_ 

Cost  of  Uniforms, 

Tools,  etc.  S  per_ 

 ,  1  I  I  I   Union  DuesS  per 

10.  If  not  working,  Name  of  last  employer,  Date  last  worked,  and  When  do  you  expect  to  return  to  work?  


||,  Other  income:        Do  you  collect  MONEY  from  Renting  OUT  ROOMS,  APARTMENTS,  OR  PROPERTY  or  from 

GIVING  BOARD?  NO  YES?  If  yes,  how  much  do  you  receive?  per  

What  expenses  do  you  have  to  pay  out  of  this  money? 


12.  Does  any  person  included  in  this  application  own  or  have  any  of  the  items  listed  below?  Check  NO  or  YES.  If  YES,  fill  in  amount  or 
value  in  column  at  right  


NO 


YES 


Mine 


Others 
Included  In 
Application 


MONEY  you  have  (with  you  at  home,  in  checking  account 

Balance  in  savings  account  (include  in  Bank,  Credit  Union.  .  .  Building 
&  Loan  or  elsewhere)  If  yes,  name 

of  institution                                       Account  No. 

S 

s 

S 

S 

Stocks,  bonds 

Property  (Land,  Buildings)  You  don't  live  in.  If  yes,  give  address 

S 

s 

S 

$ 

Other  Personal  Property 

s 

s 

(Explain) 


13\  Do  you  own  home  in  which  living?  NO. 


_YES 


FOR  PROVISION  FOR  RECOVERY,  SEE  RED  AND  WHITE  MA  PAMPHLET *454 
Wlien  you  have  a  medical  card,  sale  or  transfer  of  property,  insurance  or  money 


MUST  have  prior  approval  of  agency. 
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FIGURE  5 

14.  Have  you  transferred  or  sold  any  real  estate  or  transferred  any  savings  or  cash  assets  or  cashed  in  any  life  insurance  within  the  last  3 
years?  NO  YES 

If  Yes,  give  date,  to  whom,  and  amount  received  


Life  Insurance:       (List  insurance  on  any  family  member  listed  on  page  1  section  1) 
Policies  may  need  to  be  seen. 


NAME  OF  INSURED 


NAME  OF  INSURANCE 
COMPANY 


POLICY  NO. 


DATE 
ISSUED 


FACE 
VALUE 


Health  Insurance 

a.  Medicare  Information  (age  65  and  over,  red,  white  blue  card). 

Claim  No.  Person  (s)  Covered 


Person  (s)  Covered 


Kind  of  Coverage 
__HIB   SMIB 


,HIB. 


SMIB 


b.  Blue  Cross  (BC)   

c.  Blue  Cross/Blue  Shield  BC/BS  

d.  Other,  Specify:  .  

17.  Are  you  paying  regularly  for  past  Medical  Care?  ,N0  __YES.     If  YES,  complete! 

Kind  of  Medical  Expenses  Amount  of  Payment  How  Often 


Amount  of  Premium 

S  

S  

S 


Date  Last  Payment 
Made 


Amount 
Still  Owed. 


Other  Medical  Expenses  within  One  Month  Before  Application 
d  Amount  Dale  Paid 


Amount  Still  Owed 


1ft-  Expected  Medical  Expenses: 

Name  of  person  needing  SPECIAL  DIET. 


(Doctor's  Statement  Needed)  Check  if  you  wish  diet  form  mailed  to  you. 

Name  of  person  entering  or  in  HOSPITAL  

Name  of  hospital  

Admission  date  '  


Name  of  Person  having  other  SPECIAL  HEALTH  NEEDS 
Explain  what  you  mean 
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AFFIDAVIT 

THIS  IS  TO  CERTIFY  THAT  THE  FOREGOING  IS  TRUE,  ACCURATE  AND  COMPLETE.  I  UNDER- 
STAND THAT  RECEIPT  OF  MEDICAL  CARE  WILL  BE  PAID  FOR  FROM  FEDERAL  AND  STATE 
FUNDS,  AND  THAT  ANY  FALSE  CLAIMS,  STATEMENTS,  DOCUMENTS  OR  CONCEALMENT  OF 
MATERIAL  FACTS,  WILL  BE  PROSECUTED  UNDER  APPLICABLE  FEDERAL  OR  STATE  LAWS. 

I  AGREE  TO  REPORT  TO  THE  LOCAL  SOCIAL  SERVICES  ADMINISTRATION  ANY  CHANGES  IN 
MY  CIRCUMSTANCES. 

I  ALSO  UNDERSTAND  THAT  ANYONE  NAMED  IN  THIS  APPLICATION  MAY  BE  SELECTED  FOR  A 
SPOT  CHECK  AND  I  GIVE  MY  CONSENT  TO  ANY  REPRESENTATIVE  OF  THE  SOCIAL  SERVICES 
ADMINISTRATION  TO  INTERVIEW  ME  AND  TO  OBTAIN  ALL  NECESSARY  PROOFS  FROM  ME,  OR 
OTHER  SOURCES,  THAT  THESE   FACTS   INDEED  ARE  TRUE,  CORRECT  AND  COMPLETE. 

I  HAVE  RECEIVED  RED  &  WHITE  MEDICAL  PAMPHLET  #454  "ANSWERS  TO  YOUR  OUESTIONS 
ABOUT  MEDICAID."  PAMPHLET  50  -  NON  DISCRIMINATION. 

I,  OR  THROUGH  MY  LEGAL  REPRESENTATIVE,  LIKEWISE  UNDERSTAND  THAT  I  MAY  BE  ASKED 
TO  GIVE  PROOF  OF  THESE  STATEMENTS  TO  ANY  REPRESENTATIVE  FROM  THE  LOCAL  DEPART- 
MENT OF  SOCIAL  SERVICES  OR  TO  GIVE  ADDITIONAL  INFORMATION  TO  COMPLETE  THIS 
APPLICATION. 

I,  OR  THROUGH  MY  LEGAL  REPRESENTATIVE,  WILL  REPORT  AT  ONCE  IN  WRITING  ANY 
CHANGES  IN  MY  INCOME,  EMPLOYMENT,  FAMILY  GROUP,  AND/OR  ADDRESS  AND  TELEPHONE 
NUMBER  TO  THE  LOCAL  DEPARTMENT  OF  SOCIAL  SERVICES. 


"I  wish  payment  under  the  medical  insurance  program  (Part  B  of  the  Title  XVIII)  to  be  made  directly  to 
physicians  and/or  medical  suppliers  on  any  future  unpaid  bills  for  medical  and  other  health  services  furnished 
me  while  eligible." 


Signed.   Date 

(Applicant) 


OR 


 Date 

(Applicant's  Representative) 


Witness  ,  Date  

(If  Applicant  signs  with  an  X) 

IF  YOU  DO  NOT  AGREE  WITH  THE  DECISION  IN  YOUR  LOCAL  DEPARTMENT,  YOU  HAVE  A 
RIGHT  TO  A  HEARING  BEFORE  THE  STATE  DEPARTMENT  OF  HEALTH  &  MENTAL  HYGIENE. 
YOU  ALSO  HAVE  THE  RIGHT  TO  FILE  A  COMPLAINT  IF  YOU  BELIEVE  YOU  HAVE  BEEN 
DISCRIMINATED  AGAINST  BECAUSE  OF  RACE,  COLOR  OR  NATIONAL  ORIGIN.  YOUR  LOCAL 
DEPARTMENT  WILL  ADVISE  YOU  HOW  TO  TAKE  EITHER  ACTION. 


Article  SSA,  Section  62  of  the  annotated  code  of  Mary/and  (J 964  CH  47)  states:  Any  person  who  in  making  and  signing 
such  application  makes  a  false  or  fraudulent  statement  with  intent  to  obtain  any  assistance  is  guilty  of  perjury  and  upon 
conviction  therefore  is  subject  to  the  penalties  provided  by  law  for  perjury. 


tfISS/SSA-213  Rev.  11/72  (all  previous  editions  superseded) 

I 
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application  processing.     Applications  may  be  completed 
either  by  the  applicant  alone  or  by  the  intake  worker  on 
behalf  of  the  applicant.     A  responsible  representative 
of  the  applicant  can  also  serve  as  the  source  of  informa- 
tion for  the  application  if  the  future  recipient  himself 
is  incompetent . ^ 

Although  it  is  not  a  requirement,   some  counties 
have  instituted  screening  procedures  to  avoid  unnecessary 
application  processing.     Screening  basically  involves  a 
rough  computation  of  income  and  resources  in  order  to  fil- 
ter out  applicants  who  are  obviously  ineligible  due  to 
excess  assets,  as  well  as  those  who  have  large  excess  in- 
comes.    Experience  has  shown  that  applicants  with  consid- 
erable excess  income  rarely  spend-down  and  become  eligible. 
Thus  it  is  a  time  and  cost  saving  procedure  to  screen  such 
applicants  before  obtaining  verifications  and  processing 
the  entire  application. 

Most  applications  must  be  processed  within  thirty 
days;     only  for  the  disabled  is  there  an  extension  to 
sixty  days  due  to  habitual  delays  in  disability 

_  — .__  _ 

In  fact,  applications  can  be  filled  out  for  dead 
persons  in  order  to  cover  a  medical  crisis  at  death.  Of 
course,  these  kinds  of  applications  require  a  retroactive 
certification  so  that  medical  costs  that  were  incurred 
while  the  person  was  still  alive  can  be  picked  up  by  Medi- 
caid.    In  this  case,  especially  in  nursing  home  and  long 
term  care  situations,  the  nursing  home  administrator  or 
operator  is  allowed  to  fill  out  the  application  for  one  of 
these  dead  persons. 
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certification.     If  a  processing  delay  is  the  result  of  a 
client's  default  in  providing  necessary  information  or 
documentation ,  he  is  sent  a  v/arning  letter.     If  an  entire 
month  expires,   the  application  is  disposed  of. 
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2 . 2    Eligibility  Determination  and  Verification 

Besides  essential  residence  requirements  and  categor- 
ical linkage,  eligibility  determination  centers  around 
financial  criteria,  both  income  and  resources.     These  eli- 
gibility variables  are  listed  on  a  worksheet  called  "Cal- 
culation of  Need"    (see  Figure  6) .     This  form  guides  the 
eligibility  worker  through  all  the  income  calculations 
and  disregards,  exemptions,  and  ultimately  the  deductions 
that  adjust  gross  income  to  the  net  amount  that  is  com- 
pared with  the  Medical  Assistance  protected  income  level 
to  determine  eligibility. 

While  birthdate,  marriage  status,  and  residence  need 
not  be  verified, ^  all  income  and  resources  must  be  docu- 
mented .     The  requirement  to  verify  income  and  resoures  is 
new:     for  the  first  seven  years  of  the  program  in  Maryland 

verifications  were  not  necessary  and  all  eligibility  de~ 

2 

termination  was  done  on  the  'prudent  person'  principle. 
According  to  eligibility  workers,  verifying  all  items  of 
income  and  resources  has  considerably  increased  the  amount 
of  time  required  to  process  the  applications. 


A  new  requirement  of  verification  of  social  security 
numbers  is  currently  being  instituted. 

2  .  .  .... 

The  newly  instituted  requirement  of  verification  is 

yet  another  effort  from  the  state  department  to  lower  error 
rate  and  cut  down  on  potential  fraud  and  overutilization 
of  the  program. 
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FIGURE  6 


CALCULATION  OF  NEED 

MEDICAL.  ASSISTANCE  •  INTERMEDIATE  CARE 


lASE  NAME. 


CASE  NUMBER. 


RESOURCES 


ASSETS 


MONTHLY  AMOUNT 


LUMP  SUM  AMOUNT 


NET  EARNINGS  (X  OVER) 
NET  INCOME  (XX  OVER) 
TOTAL  NET  RESOURCES 

I  ED I C A  L  EXPENSES  REPRESENTING  CLAIM 
|N  CURRENT  INCOME: 


SAVINGS 


REAL  PROPERTY 
OTHER  THAN  HOME 


INSURANCE 


1.  COST  OF  HEALTH  INSURANCE 

2.  COST  OF  CARE  IN  HOME 

3.  aPECIAL  Dlb'  i 

4.  OBLIGATED  MEDICAL  BILLS 

5.  MEDICAL  BILLS  PAID  WITHIN 
CERTIFICATION  PERIOD 

6.  OTHER  

(SPECIFY) 

TOTAL  MEDICAL  EXPENSES 


OTHER  ASSETS 
(SPECI  FY) 


TOTAL  ASSETS 


SCHEDULE  BB 


NET  INCOME  (A-B) 

INCOME  SCALE  SCHEDULE  B 


ASSETS  AVAILABLE 
FOR  MEDICAL  CARE 


!R  PERSONS  IN  SPECIFIED  MEDICAL 
ISTITUTIONS 


personal  needs  (SI 0  monthly) 

AMOUNT  TO  MAINTAIN  HOME 


TOTAL  DEDUCTIONS  (B  &  C) 
TOTAL  RESOURCES  A  -  (B  &  C) 
AVAILABLE  FOR  MEDICAL  CARE 


CURRENT  HOSPITAL  BILL 

COST  OF  INSTITUTIONAL  CARE. 


MONTHLY 


ONE  TIME 


AMOUNT 


DECISION 


ELIGIBLE: 
|y  ONLY 


721  ISSUED: 
6000/206  ISSUED: 
205  ISSUED: 


206N  ISSUED: 


EFFECTIVE  DATE 


EFFECTIVE  DATE 


INELIGIBLE 


CITY  ONLY 


731  ISSUED: 

733  ISSUED: 

733A  ISSUED: 

436  ISSUED: 


EFFECTIVE  DATE 


EFFECTIVE  DATE 


DATE  AUTHORIZED: 


WORKER 


DESS/SSA-  339    (REV.  8/71) 


(O-V-E-R) 
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FIGURE  6 


EARNINGS 

GROSS  EARNINGS 
NB       INCOME  DISREGARD 
POOD 

EXPENSES 

SOCIAL  SECURITY 
STATE  TAXES 
FICA 

TRANSPORTATION 
UNIFORMS 
UNION  DUES 
CHILD  CARE 

TOTAL 

X  NET  EARNINGS 

OTHER  INCOME 

SOCIAL  SECURITY 
RAILROAD  RETIREMENT 
VETERANS  BENEFITS 
U  N  El 
SUPPORT 
S1CK  BENEFITS 


TOTAL 

NB        INCOME  DISREGARD     

SS/RR  DISREGARD   ,    

TOTAL  DISREGARD 
XX       NET  INCOME 

NB  USEONCEONLY-  NOT  FOR  EARNINGS  AND  OTHER  INCOME  FOR  SAME  PERSON 
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Definitions  of  "assets"  and  "income",  as  well  as 
what  is  exempt  and  disregarded  from  these  gross  amounts 
were  discussed  in  Section  1.4.     At  that  time  it  was  pointed 
out  that  deductions  also  constitute  a  very  important  part 
of  the  adjustments  on  gross  income  for  eligibility  deter- 
mination.    In  fact,   it  is  often  the  amount  of  deductions, 
particularly  medical  expenses,   that  segregate  the  medically 
needy  population  from  the  spend-down  population. 

If  the  applicant  is  employed,  he  must  present  three 
or  more  recent  pay  stubs  as  proof  of  earnings.     If  he  is 
self-employed,  most  offices  indicated  that  they  utilize 
the  most  recent  federal  income  tax  return.     Income  that 
is  reported  on  a  weekly  basis  is  multiplied  by  4.3  to 
determine  a  monthly  figure.     Income  that  comes  in  irregu- 
lar amounts,   such  as  farm  income,  is   considered  on  an  an- 
nual basis  and  divided  by  twelve  to  get  a  monthly  income 
approximation.     Income  is  pro-rated  on  a  six   (or  twelve) 
monthly  basis  for  eligibility  determination,  depending  on 
the  client's  categorical  linkage.     The  income  of  the  entire 
case  unit  is  considered  unless  members  are  living  apart, 
since  all  income  that  is  actually  "in  hand"  must  be  counted 
as  an  available  financial  resource.     Furthermore,  income 
from  property  other  than  the  dwelling  of  the  applicant  is 
included,  as  are  support  payments  in  the  calculation  of 
gross  income.     There  are  special  forms  that  document  many 
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of  these  income  sources ,  to  lift  some  of  the  burden  of 
investigation  from  the  individual  eligibility  worker. 

To  determine  the  value  of  resources  held,  it  is  nec- 
essary to  produce  bank  books,   life  insurance  policies, 
stock  certificates,  and  the  like.     Property  other  than 
the  dwelling  in  which  the  applicant  resides  must  also  be 

reported.     Tax  valuations  are  frequently  used  to  ascribe 

1 

a  dollar  figure  to  its  worth.       Life  insurance  policies 
are  a  key  part  of  verifications  because  experience  has 
shown  that  clients  seldom  know  the  face  and  cash  value  of 
their  policies.     The  cash  value  of  a  life  insurance  policy 
often  puts  an  applicant  over  the  $2,500  asset  maximum. 

Concurrent  with  investigating  resource  holdings,  eli- 
gibility workers  ask  the  client  about  any  third  party  medi- 
cal insurance  he  may  have.     This  includes  Medicare,  Blue 
Cross/Blue  Shield  or  any  other  major  medical  policy. 
Rather  than  being  necessary  for  resource  calculation, 

third  party  coverage  is  important  for  later  billing  pro- 

2 

cedures  and  the  client  is  found  eligible.       The  worker's 
thoroughness  in  pursuing  this  insurance  coverage  at  appli- 
cation is  critical,  because  it  is  the  only  time  the  Medi- 
caid system  can  be  warned  of  third  party  liabilities  in 

T~ 

This  represents  a  major  area  of  difficulty  for  work- 
ers— making  judgments  on  the  ownership  and  value  of  property. 
Whether  to  use  assessed  or  fair  market  value  was  one  question j 
how  to  resolve  deemed  property  and  split  ownership  was  another. 
2 

Premium  payments  for  health  insurance,  however,  are 
a  legitimate  deduction  from  gross  income. 
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payment  for  services.     If  the  presence  of  a  third  party 
is  only  discovered  after  the  fact,  this  presents  complex 
problems  of  recovery  for  the  state  as  well  as  the  providers. 
This  seemed  to  be  an  area  of  varied  performance  among  eli- 
giblity  staff,   largely  because  clients  are  often  confused 
about. policy  coverage.     Since  this  particular  information 
is  less  important  for  income  and  resource  calculations 
per  se,  some  workers  feel  under  less  pressure  to  investi- 
gate thoroughly  the  presence  of  third  party  insurance. 

Besides  verifications  of  income  and  resources,  legit- 
imate medical  expenses  that  are  counted  as  deductions  must 
be  documented  and  verified.     Special  forms  to  be  filled 
out  by  physicians  serve  to  document  certain  medical  ex- 
penses.    An  example  is  a  special  diet  that  constitutes  a 
regular  expense,  which  a  physician  must  authorize  by  fill- 
ing out  the  "Request  for  Special  Diet"  form  given  in 
Figure  7.     There  are  approximately  sixty-eight  of  these 
forms  to  document  medical  needs . 

There  are  two . difficulties. in. deducting  medical  ex- 
penses in  eligibility  determination.     One  is  deciding  what 
expenses  are  indeed  " legitimate" ,  and  the  other  is  docu- 
menting them.     There  is  no  definitive  guideline  on  what 
can  be  called  legitimate  expenses  for  deduction.     Some  De- 
partments use  "anything  that  a  doctor  prescribes"  as  a 
rule.     Therefore,   this  can  include  a  wide  variety  of 


63 


FIGURE  7 


11.  PATIENT'S  LAST  NAME 

FIRST 

Ml 

12.  SEX  (Circle) 

13.  PATIENT'S  BIRTH  DAT E 

1  Mole 

1  1 
1  1 

2  Femole 

MO        !  DAY 

YR 

REQUEST    FOR    SPECIAL  DIET 

Department  of  Employment  &  Social  Services 
Social  Services  Administration 


This  form  may  be  initiated  by  1  he  local  Deportment  of  Social  Services  or  by  the  doctor. 
The  tocol  Deportment  completes  items  1-6  &  29;  the  payee  of  diet  items  7-10;  and  the  doc- 
tor items  11-28.  Copies  1  &  2  go  to  the  Locol  Deportment  and  copy  3  for  the  doctor.  After 
decision  by  the  Locol  Deportment,  copy  1  goes  to  the  State  Social  Services  ond  copy  2 
to  the  cose  record.  PLEASE  PRINT.  USE  BALL  POINT  PEN  AND  BEAR  HARD. 


1.  ADDRESS  OF  LOCAL  DEPARTMENT 


r 


1 


2.  LOCAL  UNIT 


3.  DIST/TERR. 
(CITY  ONLY) 


4.  CATEGORY 
(Letters,  eg,  OAA) 


5.  CASE  NUMBER 


6.  CASE 


FIRST 


ITEMS  7-10  lO  EE  COMPLETED  BY  PA  i  EE  OF  DIET 


7.  DOES  FAMILY  USE  FOOD 
STAMPS?  (Circle  one) 

1  YES 

2  NO 


IS  PATIENT  IN  SCHOOL  LUNCH 
PROGRAM?  (Circle  one) 

1  YES 

2  NO 

3  Not  Applicable  —  Adult 


9.  SIGNATURE  OF  CHECK  PS.YEE  OF  DIET 


10.  ADDRESS 


ITEMS  11-28  TO  BE  COMPLETED  BY  DOCTOR  Only  one  special  diet  per  potient  can  be  prescribed  and  only  as  part  of  the  medicol  treatment  necessary  for  the 
patient's  disease  or  disability.  To  validate  the  need  for  a  special  allowance,  please  circle  the  appropriate  diel  type  and  provide  the  additional  dato  required  if- 
either  diets  "F",  "L"  or  "M"  are  prescribed.  Diets  "L"  and  "M"  must  be  reviewed  every  six  months  ond  oil  other  diets  must  be  reviewed  annually.  Allowances  shall 
be  continued  only  on  medically  recommended  reauthorization.  Please  return  copies  1&2  to  the  Locol  Deportment  of  Social  Services   shown  m  item  1. 


14.  ENTER  DIAGNOSIS  AND  CIRCLE   DIET  IN  ITEM  15  OR  SHOW  NEGATIVE  ACTION  IN  ITEM  25 


15.  CIRCLE  ONE  DIET  ONLY  (if  not  listed,  write  diet  prescription  under  "F") 


A  ATHEROSCLEROSIS  —fat  controlled  low  cholesterol  1200-1900  calories. 

B  ATHEROSCLEROSIS  —fat  controlled  low  cholesterol  —  2000  or  more  calories. 

C  CONGESTIVE  HEART  FAILURE.  HYPERTENSION,  HYPERTENSIVE  CARDIOVASCULAR  DISEASE 

D  DIABETES  MELLITUS  —  diobetic  diet  of  1500  —  2100  calories. 

E  DIABETES  MELLITUS  —  diobetic  diet  of  2200  calories  or  more  (specify  number  of  calories):  


16.  INDICATE  DIET  DURATION 

1  STANDARD  DURATION  OF  6  MOS.FOR  L  &  M  OR  12  MOS. 
FOR  ALL  OTHER  f-^ 

2  LESS  THAN  STANDARDS  ABOVE.  I  MONTHS 


moderate  or  severe  sodium  restriction. 


F  DIETS  FOR  SPECIAL  CONDITIONS  SUCH  AS  FOOD  ALLERGIES.  MALABSORPTION  SYNDRO'AES,  INBORN  ERRORS  OF  METABOLISM,  OR  OTHER  DIETS. 

Specify  appropriate  diagnosis  in  box  14,  ond  the  diet  in  detail  in  the  space  below  so  that  its  cost  can  be  determined. 


G   GALL  BLADDER  DISEASE  —  low  fat  diet. 

H  GASTRO  INTESTINAL  DISEASE  —  soft,  blond  or  low  fiber  diet. 

I   KIDNEY  DISEASE  —  high  protein  low  sodium  diet. 

J  LIVER  DISEASE  —  high  protein  high  carbohydrate  diet. 

K.,  RENAL  FAILURE  —  low  protein  sodium  low  potassium  diet. 

L  UNDERNUTRITION  FOR  CHILDREN  —  normal  diel,  high  level  of  protein. 

Child  must  be  less  than  13  years  of  age;  have  a  current  (within  lost  60  days) 
hemoglobin  of  10  groms  or  less;  ond  be  at  or  below  the  tenth  percentile 


COMPLETE  THIS  BOX  IF  DIET  "L"  IS  CIRCLED 


17.  CURRENT 

HEMOGLOBIN 

ACTUAL 

10th  PERCENTILE  FOR 
CURRENT  AGE 

HEIGHT 

19. 

Ft.  In. 

20. 

Ft  In 

18.  DATE  TAKEN 

WEIGHT 

21. 

lbs. 

22. 

lbs 

COMPLETE  IF  DIET  "M"  IS  CIECIED 


for  current  age  in  either   height  or  weight.  Complete  items  17-22  to  right. 

M  UNDERNUTRITION —  for  persons  13  years  or  older  with  current  (within  last  60  days) 

hemoglobin  of  10  grams  or  less.  Complete  23  &  24 

23.  CURRENT  HEMOGLOBIN 

24.  DAI E  TAKEN 

25.  NEGATIVE  ACTION  (IF  NO  DIET  WAS  SELECTED  IN  ITEM  15) 

1  A  special  diet  is  NOT  required 

2  Discontinue  existing  special  diet 

27.   NAME,  ADDRESS,  AND  MEDICAL  ASSISTANCE  VENDOR  NUMBER 
Use  Dept.  of  Health  &.  Mental  Hygiene  Stomp.  STAMP  COPIES  1  &  2 

26  DURING  PERIOD  OF  PRECEDING  DIET  ALLOWANCE.  THE  PATIENT'S  CONDITION 
(CIRCLE  ONE); 

1  Improved                                      4  Prior  condition  not  known  to  signing  doctor 

2  Remained  stable                        5  Not  opplicoble  —  initiol  diet 

3  Deteriorated 

29.  LOCAL  DEPT.  USE  ONLY  ■  Form  J37  Action  (Circie  one  &  date) 

1  Imliol  allowance,  337  required 

2  Reouthoruahon  for  some  amount,  337  not  required 

3  Reauthorization  for  different  amount,  337  required 

INI1IAL  OR  RF ALJTMORI7ED  ALLOWANCE  EFFECTIVE;    MO  /            YR.  / 

28.  DOCTOR  S  SIGNATURE  DATE 

DESS/SSA  780  MAY  I,  1971. 


COPY  #  1 
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supplies  as  well  as  drugs  and  treatments.     This  definition 
breaks  down  when  the  issues  of  transportation  costs  to 
medical  care  or  telephone  bills  for  the  chronically  ill 
are  presented. 

The  difficulty  of  verification  is  self-evident;  trans 
portation  costs  in  rural  areas  are  especially  hard  to  docu 
ment.  Detailed  receipts  are  difficult  to  obtain  for  basic 
supplies  or  nutritional  staples.  Due  to  these  problems , 
medical  deductions  and  the  extent  of  their  verification  is 
an  area  of  variation  at  the  local  level ,  since  so  much  is 
left  up  to  the  individual  eligibility  worker. 

This  is  particularly  important  for  the  spend-down 
case.     Disregards  and  exemptions  from  income  are  highly 
standardized  and  are  applied  uniformly  to  income.  Deduc- 
tions are  the  final  adjustment  to  income  in  eligibility 
computations,  and  the  fact  that  they  represent  an  area  of 
flexibility  makes  them  even  more  of  a  critical  factor  in 
deciding  whether  a  case  is  medically  needy  or  a  spend- 
downer.     Essentially,  the  difference  between  these  two 
is  the" amount ■ of ' medi cal  expenses  the  applicant  has.  An 
applicant  without  an  impending  hospitalizaton ,  with  few 
on-going  medical  expenses,  will  have  a  harder  time  be- 
coming eligible  than  the  individual  who  turns  to  Medical 
Assistance  to  fulfill  a  specific  and  pressing  medical 
need. 
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Although  these  eligibility  determination  procedures 
are  relatively  straightf orward,  especially  with  the  aid 
of  the  "Calculation  of  Need"  worksheet,  there  are  signifi- 
cant areas  of  discretion  left  up  to  the  individual  eligi- 
bility worker  which  provide  the  potential  for  variation 
in  performance.     The  judgment  of  what  constitutes  a  legit- 
imate medical  expense  has  already  been  discussed  as  an 
area  of  discretion  and  of  variation.     Another  is  the  ex- 
tent of  the  verifications  of  income  and  resources,  as  well 
as  medical  expenses,  that  are  pursued  by  eligibility 
workers.     Many  verifications  are  plainly  difficult  to  ob- 
tain, requiring  a  lot  of  activity  and  initiative  on  the 
part  of  the  client.     Some  county  offices  have  developed 
special  instruction  sheets  for  clients,   listing  the  infor- 
mation the  client  must  supply.     Figure  8  shows  some  of 
these . 

In  general,  it  seems  to  be  up  to  the  discretion  of 
each  county  office  to  decide  on  the  extent  of  verifica- 
tions necessary,  and  this  in  turn  depends  on  the  size  of 
the  county  and  the  number  of  applicants  it  deals  with. 
Typically,   in  ruial  counties,  verification  procedures 
are  less  strictly  followed  and  a  prudent  person  policy 
prevails.     The  eligibility  workers  basically  trust  their 
instincts  about  people  and  only  when  there  is  a  blatant 
lack  of  logic  in  the  information  given  by  an  applicant  or 
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FIGURE  8 

MGNTConEltf  CCCOT  DEPARTtfEKT  OF  &XJXAL  SERVICES 

Xn  order  to  injure  th*t  Maryland  Medical  Assistance  is  received  only -  by 
theea  persons  entitled  to  it,  it  is  now  rtccesr.ary  that  vc  obtain  verification 
o£  the  following  faetoro  tihich  affect  eligibility.    (?lease  cubait  the  apptopric^G 
IKgbs  with  your  application,) 

VERIFICATION  OF  IftCOME  -  It  is  now  naadatpry  that  ell  income  be  verified  at 
application,  change  or  sensual  tio»a\ 

Egg^lE^,^:        3  recent  pay  stubs;  or  statement  from  your  employer;  or  last  year's 
tax  return  or  current  quarterly  estimated  tax  re tare,  if  yea  Ofa 
Belf-empioyed . 

SSasi££&s        iteard  letters  from  Social  Security 5  .Railroad  Retisesssat,  <??  ^Steraa's 
Administration;  or  photocopy  of  your  check;  or  signed  sfcafceaast  SffflB 
person  cashing  your  "check  verifying  asaceut  and  source. 

Copy  of  Court  Order;  or  letter  from  person  paying  fmppart. 

(Mhile  this  list  covers  the  more  usual'  sources  of  income,  other  daeaa@si£sSiea 
may  be  required  for  more  unusual  income  sources*    Please .  call  the  Msdicel  &eetBti88&* 
Office,  279-1793,  if  you  have  questions.) 

VERIFICATION  OF  ASSETS  v 

fffi&feiffiffi      Checking  ^ccjjnts  »  Copy  of  savings  pass  book;  bank  statement  fog 

Checking  account.  . 

■greffierty  (land,  houses  other  than  own  homo)  -  Copy  of  deed  if  jointly  essays  fa*  • 
■   .  income  producing  property,  verifisstica  ef  iasoas 

and  expenses;  for  non-income  producing  property, 
statement  of  assessed  tax  value* 

StecJtB  -  Letter  frora  broker  verifying  name,  sssount  and  current  aarlcet  v&ta. 

Life  Insurance  »  Copy  of  policy  or  statement  from  agent  stating  cash  value.' 

MEDICAL  EXPENSES  ■ 

Copies  of  tsedlcal  bills  you  .have  paid  within  pact  two  moaths.  sad  copies  of 
unpaid  medical  bills. 

voasmmsmvi  o?  horr  bxfshses. 

£MM  Care  Casta:    Receipt  of  payment  or  signed  Statement  from  babysitter 

verifying  cont. 

Lunch  Expenses;       Receipts  fcr.  lunches  . for  one  week  if  you  vtorfc  100  te>c;D  or  ©ssrt 

per  month  and  lunch  ei^psnses  are  tsovn  than  A19.C0  pev  cotsGxi.Gt 
if  you  work  less  than  100  hours  ramthly  a&d  escpsaces  ©s?a  623#e 
than  $8.30.  '  .  • ? 

Transportation  Costs  t     Please  eomple£«  fern  on  attached  page  to  ecrctasan?:  t^&as- 

portation  expensea  related  Co  srnrk.    If  you  £3y  soseaaa 
else  for  transportation,  receipts  will    be  needed. 

KCBSS  f?3I2 
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FIGURE  8 


TRANSPORTATION  EXPENSES 


Location  of  job 


Distance  from  home 


miles 


Travel  is  by  own  car 
bus 

car  pool 

taxi 

other 


for  distance  of  _ 
v.hich  costs  $ 
which  costs 
"which  costs 
vhich  costs 


miles  round  trip  per  day 
one  way 

per  day  (please  attach  receipt) 
one  way  (please  attach  receipt) 
per 


Explain  any  unusual  transportation  needs  you  have. 


NAME 


ADDRESS 


MCDSS  #313 
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FIGURE  8 


TALBOT  COUNTY 
DEPARTMENT  OF  SOCIAL  SERVICES 
10  Sc  Hanson  Street 
Pc  0.  Box  837 
Easton,  Maryland  21601 


_19 

CASE  NO. 


According  to  State  Lav;,  we  will  need  to  know 
the  exact  amount  of  your  Social  Security  check. 
Please  have  the  person  who  cashes  your  check 
fill  in  the  amount.    Return  with  your  application* 

Husband:^   :r  ,  

Amount  of  check    Cashed  by 

Wife:  

Amount  of  check    Cashed  by 


TCDSS  #18  (Rev.  10-16-74). 
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when  an  eligibility  worker  doubts  the  word  of  the  appli- 
cant does  verification  and  documentation  of  resources  oc- 
cur as  a  general  rule.     Since  the  program  worked  for  seven 
years  before  verifications  became  mandatory,  eligibility 
staff  feel  ambivalent  about  their  importance.     About  the 
only  incentive  to  do  verifications  at  the  present  time  is 
to  guard  against  exposure  by  quality  control  or  appeals. 

Once  the  total  net  income  has  been  calculated,  veri- 
fications have  been  completed  and  the  affadavit  signed 
at  the  back  of  the  application,  the  case  is  declared  either 
eligible  or  ineligible.     The  latter  category  includes 
spend-down  cases  that  have  no  pending  hospitalization. 
Letters  of  notification  are  standardized  DESS  forms  shown 
in  Figures  9  and  10.     Figure  10  is  the  denial  letter  that 
is  sent  to  outright  ineligible  cases  and  to  spend-downers . 
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FIGURE  9 


COUNTY  DEPARTMENT  OF  SOCIAL  SERVICES 


19 


Dear  : 

You  have  been  found  eligible  to  receive/continue  to  receive  Medical  Assistance. 

A  new  plastic  Medical  Assistance  card  will  be  sent  to  you  very  soon. 

You  are  responsible  to  notify  the  department  of  changes  in  your  income  or  family  which 
might  effect  your  eligibility. 

It  is  also  possible  that  you  may  be  chosen  in  a  sample  of  persons  to  be  contacted  by  the 
Quality  Control  Division  about  your  eligibility.  If  selected,  you  will  be  asked  to  supply 
proof  of  the  facts  you  have  given  on  your  medical  assistance  application. 

Sincerely  yours, 

Medical  Assistance  Interviewer 
Telephone  No.  


DESS/SSA  721 
(Rev.  6/71) 
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FIGURE  10 

  COUNTY  DEPARTMENT  OF  SOCIAL  SERVICES 

 19  


Dear  :  :  : 

RE:     Your  request  made  on   

This  is  to  confirm  our  decision  that  you  are  ineligible  for 
 ;  due  to 


If  your  circumstances  change,  you  may  reapply.  Also,  you  have 
the  right  to  appeal  the  decision  if  you  do  not  agree  with  it.  Our 
agency  will  assist  you  in  making  an  appeal,  if  you  wish. 

You  and  your  family  are  eligible  to  receive  Family  Planning 
Services  for  a  period  of  three  months  from  the  date  of  this  letter. 
If  interested  please  telephone   . 

Sincerely  yours, 


Technical  Eligibility  Unit 
Telephone  Number   


(Please  see  Reverse  Side) 
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2. 3     The  Spend-down  Case 

As  explained  in  the  previous  section,  the  spend-down 
case  is  one  with  excess  income  even  after  all  medical  de- 
ductions have  been  applied.     However,  there  are  two  types 
of  spend-down  cases  in  Maryland;   those  with  impending  or  past 
hospitalizations  and  those  who  have  lesser,   though  chronic 
medical  needs  causing  expenses  they  cannot  finance  them- 
selves o     Procedures  for  dealing  with  these  two  types  of 
cases  are  different. 

If  the  future  hospitalization  can  be  substantiated 
with  documentation  by  a  physician  or  surgeon,  then  the 
applicant  is  proclaimed  eligible  with  the  condition  that 
he  contribute  the  amount  of  his  excess  income  (pro-rated 
on  a  six-monthly  basis)   towards  payment  of  the  hospital 
bill.     A  Form  DESS  216    (shown  in  Figure  11)   is  filled  out 
by  the  eligibility  worker,  documenting  the  amount  of  his 
spend-down,  or  "Patient  Resources",  and  copies  are  sent 
to  the  admitting  hospital,  to  the  state  DHMH,   and  to  the 
patient  along  with  his  notification  of  eligibility  letter. 
One  copy  is  filed  in  the  case  record.     When  the  applicant 
turns  to  medical  assistance  after  hospitalization,  similar 
procedures  are  used.     If  he  has  proof  of  his  hospitaliza- 
tion  (i.e.,   the  invoice),  with  retroactive  eligibility, 
he  can  still  be  made  responsible  for  his  portion  of  the 
bill,  and  Medicaid  will  pay  the  remainder.     Again,  the 
216  is  used  in  billing  procedures. 
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FIGURE  11:     FORM  216 
REPORT  OF  PATIENT  RESOURCES 


MEDICAL  ASSISTANCE  PROGRAM 

RT  OF  PATIENT  RESOURCES 

GENERAL  HOSPITALS  ONLY 


AMACH  A  PHC'lOSIAT  COPY  OK  PATIENT'S  MEDICAL  CAR  J 


DATE  ADMITTED  197 

Name  of  General  Hospital 

MA  #  First  11  Digits  IN- 

PATIENT'S Last    NAME                      First  Middle 

V                              V  V 

Street/RFD  Address 

Street/RFD  Address 

City/County                          .                       State                               Zip  Code 

The  amount  of  the  patient's  responsibility  and/or  the  amount 
of  insurance  should  be  reported  os  a  collection  to  the  Health 
Department  by  the  hospital. 

City/County                                                   State                          Zip  Code 

BEGIN  DATE                            EXPIRATION  DATE 

FROM                      197           TO  197 

The  above  named  patient  is  eligible  under  the  Medical  Assistance  Program  for  State  payment  towards  the  cost  of  hospital 


care  subject  to  the  following 

□ 


N 


P 


Patient  Has  Hospital   Insurance  With: 


Name  of  Insurance  Co. 


No  Available  Income. 
Total   Income  Over  Scale  for  6-Mo.  Period. 


□ 


Address  Zip  Code 

Accident  Case  With   Possible  3rd-Party  Responsibility. 


TOTAL   AMOUNT  DUE 

TO  THE  HOSPITAL  FROM  THE  PATIENT. 


Name  of  Attorney 


Addr 


Zip  Code 


Date 

DESS/SSA  216  Rev.  March  1972 


Worker 


D.  ond  T. 

COPY  1   STATE  HEALTH  DEPARTMENT 


Local  Dept.  of  Social  Services 
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In  the  case  of  a  spend-down  applicant  with  no  docu- 
mented past  or  future  hospitalization,  he  is  denied  eli- 
gibility but  told  that  if  his  circumstances  change,  he  may 
return  to  the  DOSS  for  reconsideration  of  his  case.  Little 
is  explained  to  him  about  the  process  of  accumulating  medi- 
cal expenses  to  equal  his  excess  income,  thereby  negating 
his  spend-down  and  becoming  eligible.      (Essentially,  spend- 
down  is  a  matter  of  building  up  medical  deductions  to  lower 
income  to  the  medically  needy  level.)     He  is  given  no  tally 
sheet  to  guide  his  accumulation.     Ke  is  not  instructed  that 
it  is  to  his  benefit  that  he  accumulate  these  expenses 
quickly  in  order  to  maximize  his  eligibility  period.  There- 
fore, the  successful  fulfillment  of  the  spend-down  liabil- 
ity is  left  to  the  client's  initiative.     The  fact  that 
spend-down  is  handled  this  way  indicates  that  in  Maryland, 
it  is  not  intented  to  be  an  insurance  type  of  program. 
Rather,  it  is  framed  primarily  for  those  with  catastrophic, 
acute  needs,   i.e.,  requiring  hospitalization. 

In  other  words,  for  those,  especially  the  elderly, 
who  have  no  specific  needs  but  want  the  security  of  a 
Medicaid  card  in  case  of  medical  problems ,  spend-down,  does 
not  offer  relief.     Unless  the  spend-down  is  very  small  and 
easily  retired,  and  unless  the  applicant  is  aggressive  in 
researching  what  is  required  of  him,   it  is  unlikely  that, 
first,  the  spend-down  will  be  successfully  fulfilled,  and 
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second,  it  will  be  fulfilled  in  short  enough  time  for  eli- 
gibility to  be  a  significant  benefit  to  the  client.  If  it 
takes  the  client  four  months  to  spend  six  months'  worth  of 
his  excess  income,  he  is  only  certified  for  the  remainder 
of  the  six  month  period  starting  with  his  initial  applica- 
tion, i.e.,  two  months  in  this  example. 

Furthermore,  although  theoretically  medical  expenses 
can  be  either  incurred  or  paid  in  fulfillment  of  the  spend- 
down  liability,  in  reality  it  was  found  that  most  county 
offices  require  payment  of  medical  expenses.  Especially 
in  implementing  retroactivity,  no  county  offices  would 
honor  expenses  incurred  prior  to  application  as  a  legiti- 
mate deduction  or  part  of  the  spend-down  fulfillment.  Un- 
less an  applicant  returns  to  the  office  with  paid  bills 
or  with  evidence  of  having  entered  into  a  deferred  payment 
plan  for  these  bills,  then  certification  is  still  denied. 

Variation  in  the  setting  of  the  eligibility  period 
was  also  seen  as  a  result  of  the  confusion  regarding  in- 
currment/payment .     In  some  offices,  once  the  client  has 
actually  spent  his  excess  income,  he  is  proclaimed  medi- 
cally needy  and  is  certified  for  a  complete  six  months. 
In  other  offices,  the  same  client  is  certified  for  only 
the  remainder  of  the  six  months  beginning  with  his  initial 
application. 

'''This  is  yet  another  area  where  hospital  and  other 
spend-down  cases  are  dealt  with  differently:     the  hospital 
spend-downer  is  not  required  to  pay  his  portion  of  the  bill 
prior  to  being  certified. 
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Out.s5.de  the  hospital  setting,   the  spend-down  liabil- 
ity may  be  fulfilled  by  expenditures  on  any  legitimate 
medical  expenses.     What  is  considered  a  "legitimate"  ex- 
pense basically  concurs  with  those  medical  costs  that  can 
be  deducted  from  the  applicant's  income  in  eligibility  de- 
termination.    There  is  no  prioritizing  regarding  the  ex- 
penses that  can  be  counted  towards  the  fulfillment  of  the 
spend-down  liability?   it  is  basically  a  chronological  ac- 
cumulation of  various  bills  which  must  be  documented.  These 
ultimately  become  valid  medical  deductions,   lowering  the 
client's  income  to  the  eligibility  level. 

Another  deterrent  to  successful  fulfillment  of  the 
spend-down  liability  outside  the  hospital  setting  concerns 
the  attitude  of  the  individual.     Prior  to  application,  the 
individual  had  been  handling  his  medical  expenses  himself, 
and  since  his  income  was  low,  had  been  careful  about  his 
expenditures.     Most  likely,  he  had  been  minimizing  medical 
care.     Suddenly  he  must  spend  a  considerable  sum  of  money 
(since  his  excess  is  pro-rated  for  six  months)  before  he 
can  qualify  for  Medicaid.     This  rapid  change  of  behavior 
is  often  a  major  barrier  to  successful  fulfillment  of  the 
spend- down. 

Many  non-hospital  spend-down  cases  never  return  to 
the  county  office,  not  being  able  to  fulfill  their  spend- 
down  for  any  of  the  suggested  reasons.     The  fact  that  the 
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spend-down  program  is  intended  for  acute  cases  principally 
is  supported  by  statistics.     An  informal  survey  of  spend- 
down  cases  in  Baltimore  City  showed  a  considerable  prepon- 
derance of  hospital  spend-down  1 s .     All  eligibility  staff 
uniformly  characterized  the  spend-down  population ,  as 
separate  from  other  Medicaid  recipients,  as  those  with 
specific,  acute  medical  needs.''' 

Eligibility  workers  consistently  agreed  that  spend- 
down  cases  are  more  time  consuming  to  handle  than  other 
Medicaid  cases.     This  is  due  to  the  fact  that  spend-down 
cases  usually  have  more  income  and  more  resources,  result- 
ing in  more  paper  work  and  computations.     Notably,  workers 
did  not  say  that  they  had  to  spend  extra  time  with  the 
spend-down  case,  explaining  what  is  required  of  him, 
checking  his  accumulating  expenses,  etc.     Most  eligibility 
workers  felt  clients  could  never  understand  the  spend-down 
concept,  and  thus  avoided  trying  to  explain  it.     Also,  the 
way  the  spend-down  process  is  set  up  in  Maryland,  workers 
need  not  spend  time  monitoring  fulfillment  of  the  spend- 
down.     Since  the  client  is  declared  ineligible  with  excess 

~~       T  ~  ~~~ 

There  was  less  of  a  consensus  regarding  the  repetition 

of  spend-down  certification.     In  rural  areas  it  seems  as  if 

even  though  spend-down  cases  are  technically  one  time  only' s 

when  they  are  meeting  a  crisis  situation,   they  usually  come 

back  and  get  recertified  routinely.    'However,  in  Baltimore 

City,   it  is  estimated  to  be  a  50/50  split;   those  spend-down 

cases  that  are  ongoing  and  those  that  never  are  seen  again 

once  the  disaster  is  dealt  with. 
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income,  he  is  not  to  return  to  the  DOSS  until  he  has  ac- 
cumulated medical  expenses.     The  actual  process  of  this 
accumulation  is  the  sole  responsibility  of  the  client,  and 
the  worker  is  not  required  to  guide  the  client  through  the 
process   (as  workers  are  in  other  states).     Thus,  handling 
the  spend-down  case  does  not  represent  a  very  significant 
increased  time  commitment  in  comparison  with  other  Medicaid 
cases.     And  in  terms  of  the  difficulty  of  processing  spend- 
down  cases,  only  incurrment  versus  payment  of  the  .spend- 
down  liability  and  using  retroactive  eligibility  to  deter- 
mine the  length  of  the  certification  period"'"  presented 
significant  problems. 

One  final  comment  about  the  spend-down  population 
should  be  added  here.     Every  local  office  as  well  as  state 
staff  member  noted  that  the  spend-down  population  is  rapid- 
ly decreasing  at  the  present  time.     This  is  attributed  to 
the  increasing  cost  of  medical  care.     The  applicants  in 
medical  need  are  more  rapidly  brought  down  to  the  medically 
needy  level,  because  the  medical  expenses  they  have  are 

"hrhe  rules  for  use  of  retroactive  eligibility  were  pre- 
sented in  Section  1.4.3.     In  addition,   as  discussed  in  this 
section,  unpaid  hospital  bills  qualify. for  retroactive  eli- 
gibility in  a  spend-down  case.     All  others  must  be  paid  in 
order  to  be  deducted  from  excess  income.     If,  after  the 
spend-down  has  been  fulfilled  on  past  bills,   there  are  still 
past  bills  outstanding,  then  retroactive  eligibility  can  be 
used  for  a  non-hospital  spend-down  case.     Usually,   this  case 
would  not  be  considered  spend-down,  however,   since  his  income 
was  effectively  lower  to  the  medically  needy  level  prior  to 
authorization . 
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larger  and  constitute  larger  deductions  from  their  income. 
Therefore,  the  economic  situation  external  to  the  program 
is  causing  the  spend-down  population  to  dwindle  in  Maryland. 
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2 .  4    Enrollment  Procedures 

Once  an  applicant  is  determined  eligible,  he  is  as- 
signed a  number  from  a  master  file  and  is  classified  ac- 
cording to  his  eligibility.     Classification  codes  identify 
recipients  along  three  parameters — their  categorical  link- 
age, the  length  of  their  eligibility  period,   and  whether 
they  are  categorically  or  medically  needy. 

The  MA- only  population  is  assigned  a  group  of  codes 
separate  from  categorically  needy  recipients,     These  MA- 
only  codes  are  shown  below.     The  following  four  categories 
are  twelve-month  certification  period  cases: 

09 — individuals  aged  65  and  over 

19 — individuals  who  are  blind 

29 —  individuals  who  are  permanently  and  totally 
disabled 

30 —  individuals  under  age  twenty-one.  who  are  not  in 
the  family   (this  could  include,   for  example, 
Foster  Care  children) 

Cases  assigned  six  month  certification  periods  are  the 

f ollowing: 

39 —  individuals  under  twenty-one  in  the  family 

40 —  individuals  who  do  not  meet  the  requirements  of 
categorical  linkage  for  federal  reimbursement 

45— Medical  Assistance  Standard  II  recipients  (those 
individuals  whose  care  is  wholly  paid  for  by  the 
State  because  their  incomes  are  too  high  for 
federal  reimbursement) 

49 — an  eligible  relative 
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Although  the  spend-down  recipient  cannot  be  identi- 
fied by  these  codes  per  se,  he  is  given  a  special  "0  9" 
code  elsewhere  for  his  eligibility  period."'"     "09"  desig- 
nates "OTO" ,  and  this  signals  the  computer  to  terminate 
the  case  at  the  end  of . six  months. 

Another  gap  in  the  classification  system  is  the  lack 
of  a  specific  identifier  of  long  term  care  recipients . 
This  population  can  be  identified  by  a  code  designating 
their  major  provider.     Also,   there  is  a  mechanical  check 
each  week  matching  the  MA  eligibility  file  against  a  long 
term  care  certification  file.     The  latter  is  an  institu- 
tional care  file  which  identifies  all  clients  registered 
in  long  term  care  institutions  throughout  the  state. 

Once  the  recipient  is  classified,  key  information  on 
his  case  is  transcribed  onto  a  DHMH  8000  or  for  Baltimore 
City,  a  DESS  205.      (Copies  of  these  forms  are  found  in 
Figures  12  and  13.)     These  two  forms  contain  all  the  data 
stored  on  the  state-wide  Medicaid  eligibility  file. 

The  8000/205  identifies  the  case  number  and  gives  recip- 
ient name  and  address,  as  well  as  all  eligible  members  in 
the  case.     Birthdates,   sex,   social  security  numbers,  major 
sources  of  income,  total  resources  available,  and  third 
party  insurance  are  shown  for  all  eligible  case  members. 
Periods  of  eligibility  are  also  shown. 

J'This  code  is  entitled  the  "INST"  or  Institutional  Code 
on  the  input  document  to  the  central  eligibility  file.  This 
code  is  unique  for  OTO's,  which  all  spend-downs  are.  Thus, 
the  entire  spend-down  population  can  be  accessed  and  identified. 
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FIGURE  12:  FORM  8000, 
COUNTY  ENROLLMENT  FORM 
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FIGURE  13:  FORM  205 
BALTIMORE  CITY  ENROLLMENT  FORM 
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The  8000  and  205  are  used  both  for  categorically  and 
medically  needy  recipients.     They  are  also  used  to  report 
any  changes  in  status  or  to  close  a  case.     If  an  individual 
is  found  eligible  for  public  assistance,  the  worker  enters 
the  case  at  the  same  time  onto  the  MA  program  rolls.  This 
is  necessary  since  the  DHMH  MA  file  is  separate  from  the 
DESS  PA  file.     SSI  recipients  must  also  be  entered  onto 
the  MA  file  by  MA  eligibility  workers  with  an  8  0  00/205.''" 

There  is  no  longer  any  physical  transmission  of  en- 
rollment data  in  Maryland.     DHMH  has  recently  established 
an  on-line  system  for  all  eligibility  file  transactions. 
Each  DOSS  office  is  assigned  a  specific  time  interval  each 
day  for  calling  in  new  cases,  changes,  terminations,  etc. 
The  8000/205  format  is  used  for  all  of  those  transactions. 
The  operator  at  the  DHMH  end  of  the  line  is  seated  at  a 
computer  terminal  and  records  the  information  reported 
directly  into  the  computer.     Enrollment  is,  therefore, 
almost  immediate,  and  results  in  the  issuance  of  a  card, 
certifying  eligibility  for  Medicaid  payment  of  bills  re- 
ceived on  that  case  number.     Once  the  information  on  the 
8000/205  is  transmitted  to  the  State,  the  forms  are  filed 
in  the  client  case  records  in  the  local  DOSS. 

This  procedure  for  SSI  recipients  is  used  m  order 
to  avoid  insertion  of  SSA  SDX  tapes  into  the  MA  eligibility 
file.     SDX  tapes  are  considered  inaccurate  and  could  down- 
grade the  quality  of  the  MA  data  base. 
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With  the  use  of  the  on-line  system  for  reporting  en- 
rollment data  from  local  DOSS's,   it  is  possible  for  the 
State  DHMH  to  issue  a  card  in  as  little  as  forty-eight 
hours  after  receipt  of  the  information.     It  is  mailed  di- 
rectly to  the  recipient  from  the  DHMH  office.  Although 
cards  can  be  sent  out  any  day  of  the  month/  they  are  good 
for  entire  months.     Therefore,   a  recipient  entering  the 
system  on  the  20th  of  the  month  will  receive  a  card  dated 
the  first  of  the  month.     New  cards  are  issued  every  three 
months.        (Please  see  Figure  14.) 

The  card  used  in  Maryland  is  unlike  that  used  in  most 
States  in  that  it  is  a  plastic  plate  with  raised  numbers 
and  letters  similar  to  commercial  credit  cards.     It  is 
used  by  the  vendor  in  exactly  the  same  way— to  eliminate 
the  errors  that  sometimes  occured  with  clerical  workers 
miscopying  numbers  from  cards  while  typing  up  bills,  the 
State  furnishes  all  authorized  vendors  with  an  imprinter 
to  record  the  information  on  the  card  directly  on  the  in- 
voice.    It  is  still  possible  to  have  mistaken  information 

I 

Since  the  on-line  and  card  issuance  system  is  so 
efficient,   no  temporary  cards  are  issued.     In  the  case  of 
lost  cards,  eligibility  workers  can  call  in  for  a  repeat 
issuance.     The  use  of  three  month  card  is  to  minimize  can- 
cellation of  mid-term  cases.     It  is  felt  that  if  a  case  is 
going  to  be  terminated,   it  will  be  terminated  probably  in 
the  first  three  months  and  therefore  the  second  card  for  a 
six-month  certification  period  will  not  have  to  go  out 
needlessly. 
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FIGURE  14 

SAMPLE  MARYLAND  MEDICAL  ASSISTANCE  CARD 
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on  a  bill,   causing  the  bill  to  be  rejected  by  the  computer 
if,   for  example,  a  mistake  was  made  in  phoning  in  the  en- 
rollment data,  or  in  typing  it  in  at  the  computer  terminal 
but  certainly  one  major  possibility  for  receiving  errone- 
ous bills  has  been  removed. 

The  State  issues  a  card  for  every  individual  eligible 
for  Medicaid.     That  means  that  if  there  were  five  members 
in  a  family  considered  as  a  single  Medical  Assistance  unit 
by  the  county  eligibility  worker,  and  all  were  listed  as 
eligible  on  the  enrollment  form,  then  five  cards  would  be 
mailed  to  that  family.     Each  individual  card  bears  the 
name  of  the  recipient .     There  is  also  an  eleven  digit  iden 
tification  number  on  the  card.     The  first  two  numbers  indi 
cate  the  county  DOSS  where  the  case  was  handled.     The  next 
six  digits  are  the  number  of  the  case.     The  first  two  num- 
bers of  the  last  three  reveal  the  last  two  digits  of  the 
year  of  the  recipient's  birth.     This  allows  the  provider 
a  quick  check  to  determine  if  the  card  presented  really 
belongs  to  the  person  possessing  it. 

Categorically  needy  recipients  receive  "N"  cards, 
while  the  medically  needy  receive  "P"  cards.     In  the  past 
the  "N"  and  "P"  distinction  denoted  a  differential  entitle 
ment  to  in-patient  hospital  benefits.     The  medically  needy 
were  limited  to  twenty-one  day  stays,  while  categorically 
needy  recipients  had  unlimited  in-patient  benefits.  The 
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Maryland  Admissions  Review  Program  which  operates  in  major 
hospitals  on  a  case  by  case  basis  to  evaluate  necessary 
care  for  all  patients  has  removed  the  need  for  this  con- 
trol.    Thus,   "N"  and  "P"  cards  no  longer  differentiate 
benefits.     The  only  use  these  cades  have  retained  are  to 
signal  hospitals  to  contact  the  county  DOSS  if  a  recipi- 
ent has  a  "P"  card  in  case  he' is  a  spend-downer ,  in  which 
case  a  216  must  be  obtained. 

The  card  also  shows  the  beginning  and  ending  dates 
of  the  eligibility  period  for  the  recipient.     The  provider 
is  expected  to  check  this  information  before  accepting  the 
card,  as  well.     Another  piece  of  information  given  on  the 
card  is  a  Medicare  identifier.     This,   too,  is  to  be  used 
by  providers  for  billing  purposes.     In  the  past  the  Medi- 
care identifier  consisted  of  a  "B"  in  the  bottom  left  hand 
corner;  now  the  entire  number  will  be  imprinted. 
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2 . 5     Redetermination  and  Termination 

Redeterminations  of  eligibility  for  recipients  who 
are  age  65  and  older,  blind,  disabled,  and  children  in 
Foster  Care  are  done  at  twelve  month  intervals.  Medical 
Assistance-only  and  AFDC  recipients  are  redetermined  at 
six  month  intervals.     If  any  member  of  a  unit  is  due  for 
six  month  redetermination,  then  the  whole  case  is.  Ap- 
proximately three  months  prior  to  the  expiration  of  the 
eligibility  period,   the  State  sends  out  to  each  county, 
listings  of  all  the  persons  due  for  redetermination.  In 
addition,  the  computer  prepares  mailing  labels  for  each 
card  holder  to  be  used  in  sending  letters  and  application 
forms  to  recipients  due  for  redeterminations.     These  ma- 
terials are  meant  to  simplify  workers'  handling  of  rede- 
terminations . 

In  actuality,  however,  many  counties  do  not  use  the 
computer  print-outs.     The  problem  is  that  the  State  issues 
cards  to  individuals,   and  this  is  what  is  on  the  print- 
out, while  the  local  DOSS's  use  the  whole  family  as  the 
"budget  unit"  for  determining  eligibility  for  Medical  As- 
sistance.    They  want  the  parent  to  bring  in  information 
for  all  the  children,   for  example,  at  one  time.  Therefore, 
having  a  long  list  of  Joneses  whose  cards  are  due  to  ex- 
pire is  of  little  help  to  them,  because  they  have  trouble 
breaking  down  the  lists  of  Joneses  into  the  various  Jones 
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families.  Instead,  local  DOSS's  have  developed  their  own 
filing  systems  by  which  they  do  redeterminations — some  by 
color  coding,   some  by  tabbing,  etc 

A  form  letter  is  mailed  out  to  the  recipient  due  for 
redetermination.    (These  vary  according  to  county,  but  a 
representative  example  is  shown  in  Figure  15.)  accompanied 
by  an  application  form  and  a  request  for  current  income 
data.     The  application  and  data  can  be  returned  by  mail, 
but  most  counties  require  an  interview  with  the  client 
as  well.     If  the  county  has  not  had  a  response  from  the 
recipient  within  a  month,  a  second  letter  is  sent  out  say- 
ing that  the  case  will  be  closed  unless  the  recipient  takes 
action.      (An  example  of  the  kind  of  letter  used  is  shown  in 
Figure  16.)     If  there  is  still  no  response,  then  the  worker 
prepares  a  8000  or  2  05  to  stop  the  case  in  the  last  month 
of  eligibility  and  relays  it  to  the  state  on  the  on-line 
system.     This  generates  a  termination  of  card  issuance  and 
payments . 

To  a  large  extent,  redeterminations  are  left  to  the 
initiative  of  the  recipients.     Seldom  do  eligibility 
workers  have  time  to  do  any  follow-up  on  cases  to  encourage 
recipients  to  complete  the  application  and  provide  the  in- 
formation requested  of  them. 

An  area  of  variable  county  policy  was  the  extent  to 
which  a  redetermination  was  a  duplication  of  initial 
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FIGURE  15 


TALBOT  COUNTY 
DEPARTMENT  OF  SOCIAL  SERVICES 
10  So  Hanson  Street 
P,  Oo  Box  837 
Easton,  Maryland  21601 

(  >     19 

case:  No, 

(  ) 


It  is  again  time  to  renew  your  medical  cardo  If  you  are  inter- 
ested in. continuing  with  this  service,  please  fill  out  the  enclosed 
form  and  bring  it  to  our  agency  on  ; 
st    0     Please  answer  ALL  questions » 

Bring  proof  of  income  when  you  come  in0     This  includes  any  end 
all  money  you  receive,, 

If  we  do  not  hear  from  you  by   _____   , 

your  card  will  not  be  renewed. 

Sincerely  yours, 

INCOME  MAINTENANCE  UNIT 
Telephone:  822-822-1617 


TCBSS  #22 
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FIGURE  16 


DEPARTMENT  OF  SOCIAL  SERVICES 

1500  OREcNMOUNT  AVtMUC  «  BALTIMORE,  MARYLAND  •  ?t?0? 
MAUrtiCE  A.  HARMON.  DIHECTOfc 


1^ 


this  is  ta  ©onfirsa  our  decision  that  effective   t-ii  19  

you  &r&  Ineligible  for  Medical  Assistant©  because  you  did  not  return  the  fora 
sent  to  yeu  to  deiemin©  your  ability  for  ^certification* 

You  havo  the  right  to  appeal  this  decision  if  you  do  not  agree  with  it. 
Our  agency  will  assist  you  in  making  an  appa&I  if  you  wieh.    Unless  hear 
from  you  or  you  request  an  appeal  within  15  days  from  the  date  of  this  letter, 
tm  will  take  th®  final  action  to  cancel  your  Madie&l  Assistance.    Yea  ©ay 
request  an  appeal  by  writing  or  calling  this  agency.    If  you  wish,  yeu  raay  be 
represented  at  the  hearing  by  anyons  you  desire,  including  a  lawyer,  relative, 
friend  or  you  m&y  represent  yourself e 

In^ojHbanti^   You  may  obtain  Legal  Assistance  from  the  La?? 
Reforms  Unit  of  the  Legal  Aid  Bureau,  412  K»  Bond  Street 
(Broadway  Shopping  Center)  Baltimore,  Maryland    21231 , 
telephone  Mo,  675-5990, 

If  your  -circumstances  change,  you  have  the  right  to  reapply. 

Sincerely  yours, 


hsb  artrttoss  your  response  to 


f  if 
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application  procedures.     Some  counties  required  entirely 
new  eligibility  determination  as  if  for  the  first  time,  in- 
cluding all  verifications.     Other  counties  said  insufficient 
time  and  staff  made  complete  redetermination  of  eligibility 
impossible . 

Despite  the  potential  that  exists  for  defaulted  re- 
determinations, an  automatic  recertif ication  is  programmed 
into  the  eligibility  file,  except  for  0T0   (and  therefore 
spend-down  cases.)  Therefore,  if  redeterminations  are  back- 
logged  in  local  DOSS's,  clients  are  not  harmed.     Due  to 
this  state  policy  to  recertify  recipients,  the  local  DOSS 
have  begun,  to  concentrate  on  registering  terminations  as 
a  priority  over  trying  to  do  all  required  redeterminations. 

If  income  changes  during  the  eligibility  period,  or 
if  in  the  course  of  a  redetermination  at  the  expiration  of 
an  eligibility  period,  it  is  discovered  that  a  recipient 
is  no  longer  qualified,  the  worker  prepares  a  Form  8000  or 
205  and  submits  the  information  to  close  the  case.  Other 
reasons  for  termination  include  no  response  to  a  redeter- 
mination letter,  recipient  death,  or  moving  out  of  state."'" 

It  is  important  to  notice  that  OTO's  and  spend-downs 
are  the  only  cases  automatically  terminated  at  the  end  of 
the  eligibility  period.     This  policy  is  to  control  against 

"*"If  a  recipient  is  terminated  due  to  change  in  circum- 
stances rendering  him  ineligible,  he  is  shifted  into  cage- 
gory  40,  the  State  GA  medical  program,  and  thus  his  bills 
are  still  payed. 
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program  over-utilization,   since  the  0T0  population  is 
considered  to  have  only  specific  medical  needs  (usually 
crisis  needs)   that  Medicaid  should  cover.     If  a  spend- 
down  case  wishes  to  continue  his  eligibility,  he  must  go 
through  the  entire  application  procedure  anew. 
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3 . 0  Management  of  the  Title  XIX  and  Spend-down  Program 

3 . 1  Information  System  on  Recipients 

There  are  two  files  on  recipients  in  Maryland.  One 
is  the  eligibility  file  which  constitutes  all  of  the  in- 
formation on  the  8000  and  205  forms.      (Please  refer  to 
Figures  12  and  13  and  Section  2.4  for  information  con- 
tained on  the  file.)     This  file  is  stored  in  two  formats. 
It  reads  by  number  and  also  by  alphabetical  listing  of  all 
recipients'  names.     The  eligibility  file  stores  data  on 
every  eligibility  period  each  recipient  is  granted.  There- 
fore,  there  is  complete  information  from  the  very  first  eli- 
gibility period  up  to  the  present.     Even  interruptions  are 
recorded — where  eligibility  was  dropped  for  a  time  and  then 
resumed.     In  order  to  control  accumulation  of  this  massive 
amount  of  information,  there  is  a  five  year  purge  discard- 
ing cases  if  a  recipient  has  not  been  active  for  five 
years.     However,  data  on  such  purged  cases  are  retrievable, 
since  all  files  are  microfilmed. 

While  the  eligibility  file  described  above  records 
the  client's  status  within  the  Medicaid  system,  a  second 
file,   the  patient  history  file,  records  his  use  of  the 
program  as  a  consumer  of  services.     The  patient  history 
file  documents  all  services  each  client  receives  from  all 
providers  on  the  basis  of  invoices  paid.     Therefore,  it 
is  possible  to  track  the  individual  services  that  Medicaid 
provided  for  each  recipient  in  the  system. 
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3 . 2     Providers  in  the  Title  XIX  Program 
3.2.1  Enrollment 

Being  the  single  state  agency  for  administering  Medi- 
caid, DHMH  has  the  authority  to  determine  who  the  pro- 
viders eligible  to  participate  in  the  program  will  be. 
Providers  are  accepted  into  the  program  thorough  applica- 
tion, verification  of  practicing  license,  and  documenta- 
tion of  specialization.     Applications  are  reviewed  by  DHMH 
medical  consultants,  part  of  the  Institutional  Servcies  or 
Professional  Services  units. ^     Upon  certification,  a  pro- 
vider is  issued  an  identification  number,  his  own  stamp  to 
be  used  on  all  invoices,  an  imprinter  for  recipient  MA 
cards  and  explanatory  manual  materials  on  how  to  bill  for 
services.'   Certified  providers  are  directed  to  the  Provider 
Relations  Unit  at  DHMH  for  questions  on  the  benefit  package 
or  on  eligibility  policy,  and  to  the  Operations  Administra- 
tion for  questions  regarding  billing  procedures. 

All  participating  Medicaid  providers  are  listed  by 
name  and  by  identification  number  in  a  master  provider 
file.     This  master  file  has  information  on  the  type  of  pro- 
vider each  enrollee  is  and  on  his  specialty,  if  any.  In 
addition  to  this  listing,  there  is  a  provider  history  file, 
similar  to  the  patient  history  file.       The  history  file 
shows  all  services  rendered  to  each  patient  on  the  basis 

"^These  units  were  described  in  Section  1.5.4. 
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of  invoices  paid  by  Medicaid.     Both  of  these  history  files 
give  DHMH  the  capability  of  monitoring  the  activities  of 
both  providers  and  recipients  in  the  use  of  the  program. 

3.2.2     Fee  Schedules,  Audits,   and  Billing  Procedures 

DHMH  has  a  contract  with  Hospital  Cost  Analysis,  Inc. 
to  perform  audits,   set  interim  rates,  and  to  do  the  end 
of  the  year  cost  settlement  for  all  institutional  providers 
Rates  are  set  annually  by  DHMH,  however,  and  are  inserted 
into  the  prospective  yearly  budgets.     Thus,  rates  are  legis 
lated  each  year.     Fees  paid  to  private  practitioners  are 
restrained  by  the  upper  limits  used  by  the  Title  XVIII  pro- 
gram.    The  current  fee  schedule  is  set  at  75  percent  of 
the  75th  percentile  of  the  1969  usual  and  customary  fee. 
There  are  no  cost  settlements  for  private  practitioners 
and  pharmacies.     Practitioner  audits  are  performed  in- 
house  at  DHMH,  by  accessing  necessary  information  from 
the  provider  history  file. 

To  a  large  extent  the  success  of  the  system  developed 
for  reimbursement  of  providers  depends  on  the  providers 
themselves,  the  accuracy  with  which  they  fill  out  invoices, 
the  caution  they  use  in  checking  for  valid  recipient  cards. 
Providers  are  expected  to  check  the  eligibility  dates  on 
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the  cards  and  match  the  birthdate  code  with  the  recipient. 
If  a  bill  is  submitted  for  payment  which  is  defective  in 
some  way,   it  will  be  rejected  in  a  cross-check  against 
the  eligibility  file  and  will  be  returned  to  the  provider. 
The  provider  then  is  left  to  collect  from  the  recipient, 
if'  he  can  be  found. 

Each  provider  is  supplied  with  invoices  specific  to 
his  specialty.     Each  invoice  must  be  identified  with  his 
personalized  stamp  and  a  recipient's  card  imprint.  Then 
the  billing  information  is  written  or  typed  in,  and  the 
invoice  is  sent  to  DHMK.     These  procedures  are  straight- 
forward except  for  two  problems- — hospital  billings  for 
spend-down  cases  and  billings  where  third  parties  are  in- 
volved. 

When  a  "P"  card  holder  is  admitted  to  a  hospital, 
the  hospital  has  to  record  identifying  information  on  the 
patient  on  a  Form  216    (an  example  of  which  is  shown  in 
Figure  11) ,  and  send  it  to  the  local  Social  Services  of- 
fice where  the  patient  was  found  eligible.     The  eligibil- 
ity worker  checks  the  files  to  see  if  there  are  personal 
resources  that  the  patient  must  spend-down  and  the  name  of 
any  hospitalization  insurance  carrier.     This  form  is  re- 
turned to  the  hospital  with  this  information.     The  amount 
of  the  patient's  resources  is  deducted  from  the  total  bill 
by  the  hospital  billing  department,  and  they  bill  the 
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patient  separately  for  that  amount.     A  copy  of  the  Form 
216  has  to  be  attached  to  the  hospital's  bill  to  the  State 
DKMH  in  order  for  it  to  be  accepted  for  payment. 

There  are  two  problems  with  spend-down  cases  in  a 
hospital  setting.     216  procedures  are  typically  slow  and 
time-consuming.     There  are  often  delays  at  the  DOSS,  which 
in  turn  delays  the  hospital  billing  cycle.     Any  negotiation 
with  a  third  party  means  even  greater  delays. 

The  other  problem  with  hospital  spend-down ' s  is  col- 
lecting the  patient  liability.     All  hospitals  complained  of 
the  impossibility  of  recovering  the  bulk  of  these  amounts, 
no  matter  what  deferred  payment  plans,   sequential  billings, 
or  collection  agency  procedures  are  tried.     What  to  do  with 
these  defaulted  liabilities  is  yet  another  question.  Most 
hospitals  write  these  amounts  off  as  bad  debts  or  as  "un- 
solicited charity".     Regardless  of  the  accounting  proce- 
dures used  to  dispose  of  these  amounts,   they  ultimately 
impact  the  next  year's  rates.     Notably,  despite  hospitals '~ 
concern  over  this  issue,  none  had  any  estimation  of  the 
size  of  the  defaulted  spend-down  liabilities. 

Third  party  liabilities  also  constitute  a  major  com- 
plaint and  difficulty  providers  have  in  the  Medicaid  bill- 
ing system.     The  rule  on  invoices  with  third  party  liabil- 
ities is  simple;  Medicaid  is  to  be  billed  last,  after  other 
resources  have  been  exhausted.     Therefore,  theoretically, 
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third  party  insurance  is  billed  first,  its  payment  is  col- 
lected, and  the  unpaid  remainder  is  billed  to  Medicaid. 
However,  due  to  the  habitual  delays  in  third  party  insur- 
ance payment,  all  parties  are  billed  simultaneously  and  the 
hospital  must  sort  out  payments  when  they  come  in,  refund- 
ing Medicaid  when  necessary.     This  procedure  applies  to 
bills  involving  Medicare  as  well.     Due  to  the  large  number 
of  split  Medicare/Medicaid  bills,  Blue  Cross/Blue  Shield 
(the  fiscal  intermediary  for  Title  XVIII)   receives  invoices 
first,  pays  Medicare's  portion,  and  sends  over  a  tape 
listing  the  payments  to  Medicaid. 

The  same  policy  applies  to  bills  where  there  is  a 
patient  liability  as  well  as  a  third  party  liability. 
Again,  all  parties  are  billed  before  Medicaid.     The  patient 
liability  cannot  be  mitigated  by  the  insurance  unless  the 
latter  is  large  enough  to  cover  Medicaid's  portion  as  well. 
Under  all  other  circumstances,   the  entire  spend-down  lia- 
bility and  third  party  liability  diminish  Medicaid's  portion. 

The  principle  difficulty  in  these  procedures  from  the 
point  of  view  of  providers  is  the  complexity  of  the  multi- 
ple collections,  apportionments  of  the  bill,   the  refunding, 
etc.     All  of  these  steps  take  time  and  constitute  a  cost 
critical  area  for  the  hospital's  accounting  operations. 
Hospitals'   activity  in  this  area  is  monitored  by  the  state 
since  the  eligibility  file  shows  all  recipients  who  have 
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third  party  insurance  and  excess  income.       Thus  the  state 
can  trip  up  providers  who  attempt  to  by-pass  these  separate 
billing  procedures. 


Information  regarding  the  kind  and  carrier  of  private^ 
health  insurance  coverage  is  recorded  on  the  case  enroll- 
ment forms    (80  00  and  205) ,   and  fed  into  the  computer  along 
with  all  the  other  case  data.     The  reimbursement  unit  has 
a  listing  of  all  the  major  health  insurance  carriers  and 
their  coverages  which  can  be  checked  when  invoices  are  re- 
ceived for  each  recipient  to  make  sure  that  the  health  in- 
surance carrier  has  been  billed  for  his  maximum  liability 
prior  to  the  MA  program  paying  anything. 

Medicaid  will  also  pay  for  the  care  of  a  person  with- 
out resources  and  private  coverage  who  is  hurt  in  an  accident. 
If  there  is  a  third  party  liability,   such  as  insurance  or 
workmen's  compensation,  the  MA  program  will  collect  from  any 
settlement  made. 
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3 . 3     Invoice  Processing 

Since  19  70  when  the  contract  with  Blue  Cross/Blue 
Shield  expired,  DHMH  has  been  processing  all  invoices  for 
Medicaid.     All  bills  for  services  rendered  to  MA  recipients 
come  directly  to  the  state  DHMH  office.     Each  type  of  pro- 
vider uses  a  different  kind  of  state  billing  form  which  is 
distributed  locally  by  the  local  health  department.  Each 

service  billing  form  is  differentiated  by  a  different 

1 

color  and  a  different  format.       Therefore,  upon  receipt, 

bills  are  segregated  by  color   (i.e.,  type  of  provider) 
2 

and  batched. 

Once  batched,   invoices  are  manually  scanned  for  com- 
pleteness, pricing,  and  correctness  of  additions.  Scanned 
batches  are  then  assigned  a  control  number,  a  date  received, 
and  a  date  processed.     Bills  are  moved  through  the  system 
on  a  first-received,   first-processed  basis. 

The  batch  is  then  submitted  to  the  data  processing 
system  where  information  on  each  invoice  is  recorded,  along 
with  its  batch  number.     This  permits  easy  physical  re- 
trieval of  a  bill  if  there  is  subsequently  some  question 
about  it.     The  data  on  the  bill  is  matched  against  the 
provider  file  and  the  eligibility  file  by  name  and  case 

"'"The  different  forms  are  for  pharmacy  bills,  dental 
bills,  ambulatory  physicians  bills,   inpatient  and  out-patient 
bills,  podiatrists  bills,  and  special  services  which  include 
therapy,  X-ray,   laboratory  work  and  certain  supplies. 

2 

A  batch  represents  a  stack  of  approximately  300  bills. 
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number.     If  a  bill  does  not  match  either  of  these  two  files, 
it  is  rejected.     An  error-resolution  unit  checks  the  bill 
for  mechanical  mistakes  and  completeness.     This  unit  can 
also  do  manual  checks  against  the  eligibility  file.  If 
the  unit  finds  and  corrects  the  mistake,  the  bill  is  fed 
back  into  the  system.     If  not,   it  is  returned  to  the  pro- 
vider unpaid. 

Bills  may  be  rejected  due  to  bypassed  billing  to  third 
parties.     Since  third  party  and  patient  liability  informa- 
tion is  recorded  on  the  eligibility  file,  a  bill  without 
appropriate  deductions  or  without  a  216  will  be  rejected. 
Since  the  provider  is  responsible  for  collecting  third 
party  and  patient  liabilities,  the  state  will  under  no  cir- 
cumstances advance  payment  for  these  parties'  liabilities. 
Such  bills. will  be  returned  to  providers  unpaid. 

All  valid  bills  that  successfully  cross-check  against 
the  eligibility  file  are  printed  out  in  terms  of  vouchers 
organized  by  providers,  listing  all  services  being  reim- 
bursed and  giving  a  total  due  to  each  provider.  Each 
voucher  can  be  traced  back  to  original  invoices  by  the 
batch  control  numbers. 

A  copy  of  the  voucher,  called  a  transmittal,   is  sent 
to  the  State  Treasury  which  prints,   signs,  and  mails  the 
payment  checks  directly  to  providers.     A  copy  of  the  voucher 
itemizing  the  services  being  reimbursed,  is  enclosed  with 
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the  check.  Another  stamped  copy  of  the  voucher  is  returned 
to  DHMH  for  storage  signifiying  payment.  The  average  turn- 
around cycle  for  this  reimbursement  process  is  thirty  days."'" 

In  the  past,   the  State  would  honor  bills  up  to  two 
years  after  the  date  the  service  was  rendered.  Recently, 
this  has  been  changed  to  nine  months.     Late  bills  will  be  re- 
jected and  returned  unpaid. 

For  bills  that  could  not  be  resolved  in-house  and  are 
not  sent  back  to  the  providers,   there  is  an  end-of-the- 
year  "error  clean-up"  which  processes  and  pays  the  bills. 
The  payment  is  subsidized  by  state  funds. 


Nursing  homes  are  an  exception  to  this  general  invoice 
processing  system  because  they  use  a  pre-invoice  system. 
Each  long  term  care  facility  has  a  list  of  all  certified 
recipients.     Therefore,  the  nursing  home  does  the  manual 
checking  and  the  cross-checking  against  the  eligibility  file 
and  thereupon  sends  in  the  invoices  in  the  proper  form  to 
the  state.     Upon  receipt,  they  are  inserted  for  the  remainder 
of  the  invoice  processing  procedure. 
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3 . 4     Fraud,  Utilization  Review,  Quality  Control f   and  Appeals 

Several  supervisory  mechanisms  have  been  instituted  to 
control  the  use  and  operation  of  the  Medicaid  program.  Two 
of  these  serve  to  monitor  recipient  and  provider  activities 
within  the  system.     A  Fraud  Investigative  Unit  traces  re- 
cipients who  have  illegally  become  beneficiaries  of  the 
system.     A  Utilization  Review  Unit  monitors  what  services 
clients  receive  and  what  services  providers  render.  Quality 
control  is  a  surveillance  mechanism  of  eligibility  worker 
performance.     And  finally,  appeals  cases  are  a  legal  pro- 
tection for  the  recipient,  but  also  indirectly  a  supervisory 
mechanism  of  workers'  decision-making  on  cases. 

3.4.1    Fraud  and  Utilization  Review 

The  Fraud  and  Utilization  Review  units  were  established 
in  19  73  in  accordance  with  a  legislative  task  force  and 
gubernatorial  mandate.     The  fraud  unit  oerates  on  a  case- 
by-case  basis,  on  leads  referred  by  local  DCSS's.  Inves- 
tigations can  lead  to  legal  proceedings  and  recoveries  of 
overpayments  can  be  made  by  the  State.     Spend-down  cases 
have  not  represented  an  above-average  incidence  of  fraud. 
Fraud  in  a  spend-down  case  usually  involves  withholding  re- 
sources. 

Utilization  review  activities  occur  in  hospitals  and 
nursing  homes,   as  well  as  in  primary  care.     In  a  hospital 
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setting,   utilization  review  is  promoted  by  MARP  (Maryland 
Admissions  Review  Program) ,  which  operates  in-house  and  on- 
site  monitoring  of  all  admissions  and  following  up  on  length 
of  stay,  reasons  for  stay,  etc.     Independent  professional 
review  and  a  medical  review  team  based  in  the  county  health 
departments  survey  the  nursing  home  and  primary  care  situ- 
ations on  a  sampling  basis  studying  case  records,  evalua- 
ting diagnoses,  treatment  plans,  etc.     Utilization  review 
activities  also  involve  monitoring  the  patient  history  file 
for  any  excessive  over-use  of  Medicaid  services.  Again, 
no  particular  problems  with  spend-down  cases  have  been  re- 
vealed in  utilization  review  activities. 

3.4.2     Quality  Control 

Maryland  had  an  on-going  quality  control  for  Medical 
Assistance  administrated  by  DESS  up  until  1972,  at  which 
time  it  was  suspended.     However,  quality  control  for  Medi- 
cal Assistance  will  be  resumed  on  July  1,   19  75,   in  accord- 
ance with  federal  requirements.     There  have  been  few  de- 
liberations about  exactly  how  the  quality  control  for  Medi- 
cal Assistance  will  be  handled  in  July,  but  at  the  present 
time  an  ad  .hoc  committee  is  beginning  to  work  up  procedures 
and  mechanisms  for  implementing  it. 

The  sample  will  be  chosen  in  one  of  two  ways.  The 
first  possibility  is  a  sample  based  on  the  entire  case  load 
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for  a  given  month  which  will  essentially  test  only  eligi- 
bility. A  second  possible  sampling  procedure  is  based  on 
bills  paid  per  month  which  will  not  only  allow  examination 
of  eligibility  but  also  will  elucidate  erroneous  payments 
within  the  system.  The  sample  will  be  limited  to  already 
eligible  and  certified  recipients.  The  sample  will  include 
categorically  and  medically  needy  and  spend-down  cases. 

The  procedure  will  involve  a  complete  eligibility 
determination  including  verifications  for  a  given  month. 
This  month  will  not  necessarily  be  the  month  when  the  appli- 
cation was  in  fact  processed.     Results  of  the  decisions  on 
all  cases  will  be  sent  to  the  local  offices  to  be  corrected 
if  necessary,  and  to  the  Medical  Assistance  Specialist  in 
DESS  to  point  out  problem  areas. 

Furthermore ,  the  quality  control  results  will  be 
analyzed  en  masse  to  pinpoint  recurrent  errors  or  problems. 
These  analyses  will  be  forwarded  to  all  key  administrative 
staff  in  DESS  and  DHMH  for  further  action. 

3.4.3  Appeals 

Indirectly,  appeals  function  as  a  supervisory  mechan- 
ism of  local  DOSS's  because  they  can  bring  to  light  in- 
correctly applied  principles  and  erroneously  determined 
eligibility.     Reportedly,   spend-down  was  served  well  by 
a  number  of  appeals  several  years  ago  which  forced  recogniti 
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of  the  concept  on  county  DOSS's  which  had  not  been  imple- 
menting spend-down  policies.     The  appeals  provided  examples 
and  concrete  clarification  of  the  spend-down  policy.  Since 
then,  the  number  of  spend-down  appeals  has  significantly 
diminished. 

The  appeals  unit,  which  is  part  of  DHMH,  will  begin 
procedings  at  any  written  or  verbal  request.     A  personal 
letter  or  a  standardized  DHMH  form  can  be  used,   filled  in 
either  by  the  appealing  client  or  the  eligibility  worker. 
Research  on  the  case  involves  tracing  the  clients  record 
in  the  state  eligibility  file  and  reviewing  the  case  file 
from  the  county  office. 

If  the  appeal  centers  around  a  question  of  eligibility 
or  upon  redetermination,  the  recipient  can  remain  eligible 
for  Medicaid  benefits,  provided  he  files  his  appeal  within 
fifteen  da.ys  after  the  expiration  of  his  original  eligi- 
bility.    However,  if  an  appeal  is  filed  after  that  fifteen 
day  limit,  the  recipient  may  forfeit  his  benefits,  depend- 
ing on  the  decision  of  the  hearings  officer.     If  the  appeal 
deals  with  a  question  of  policy,   for  instance  in  eligibil- 
ity levels,  there  is  no  such  time  limit;  the  case  is  termin- 
ated , 

Based  upon  the  case  review  and  evidence  given  at  the 
hearing   (which  the  client  and  worker  may  attend) ,  a 
decision  is  made.     If  an  appeal  decision  is  not  to  a 
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client's  liking,  he  can  appeal  to  the  Maryland  Board  of 
Review  within  thirty  days,  however,   forfeiting  his  benefits 
during  this  time.     Then  the  matter  is  sent  on  to  the  cir- 
cuit court  for  further  deliberations. 

Most  spend-down  appeals  are  questioning  the  low  pro- 
tected income  level.     These  clients  refuse  to  believe  that 
they  are  thought  to  have  "excess"  income.     Other  problems 
involve  transfer  of  assets  and  property  since  spend-down 
clients  are  more  likely  to  have  such  resources  than  other 
recipients. 

The  activities  of  the  hearing  officers  was  found  to 
be  resented  in  the  local  DOSS 1 s .     Largely  this  is  because 
they  judge  cases  upon  the  evidence  available  on  the  day 
the  appeal  is  filed.     Therefore,  very  often  circumstances 
surrounding  the  case  can  be  different  from  those  that 
existed  at  the  time  of  initial  application.     This  discrep- 
ancy accounts  for  a  large  proportion  of  the  overturned 
cases . 
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3 . 5    Costs  of  Administering  Spend-down 
3.5.3.     State  Level  Administrative  Costs 

The  total  estimated  budget  for  Title  XIX  in  Maryland 
in  1974  was  $219,673,000.     The  administrative  costs  of  the 
program  are  $9,389,000,  or  4.27%  of  the  total  program  budget. 
The  financial  burden  of  these  administrative  costs  is  split 
between  federal  and  state  monies:   53.94%  and  46.05%  respect- 
ively.    Counties  do  not  contribute  toward  administrative 
costs.     Their  sole  fiscal  contribution  is  an  approximate 
2.2%  share  of  expenditures  on  medical  services  provided  under 
the  program. 

Within  the  total  $9,389,000  that  represents  Title  XIX 
administrative  costs,   $2,892,000,  or  30.8%,  is  the  DESS  share 
(which  includes  administrative  expenditures  in  the  local 
Departments  of  Social  Services) ,  which  was  the  amount 
reported  to  the  federal  government  qualifying  for  matching  funds . 
Therefore,   69.2%  of  total  administrative  costs  are  attributed 
to  the  Department  of  Health  and  Mental  Hygiene. 

These  administrative  costs  represent  direct  charges 
for  DESS  allocated  personnel  and  the  entire  DHMH  Unit  5 
personnel.     Unit     5  represents  the  entire  staff  at  the 
State  DHMH  which  is  working  directly  on  Medical  Assistance 
Programs.     Further,  total  administrative  costs  include  the 
proportion  of  computer  time  used  for  the  data  and  claims 
processing  functions  of  Title  XIX,  and  include  direct  charges 
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burden  for  claims  processing  or  accounting  at  the  State 
level.     Thus,  it  can  be  assumed  that  spend-down  is  not 
disproportionately  expensive  to  administer,  in  comparison 
to  the  rest  of  the  Medical  Assistance  program. 
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3.5.2     Local  Administrative  Costs 

As  with  state  level  cost  figures ,   local  offices  could 
not  access  any  figures  regarding  the  cost  of  administering 
spend-down  per  se.     Neither  could  the  cost  of  Medicaid 
administration  be  ascertained,  since  often  staff  is  divided 
between  MA  and  other  programs.     Moreover,  there  are  some- 
times staff  splits  between  workers  handling  intake  and 
those  doing  redeterminations.     Thus,  even  from  a  staff  allo- 
cation point  of  view,   few  estimates  could  be  made  regarding 
spend-down  costs. 

Investigation  of  spend-down  administrative  expenses 
was  reduced  to  subjective  evaluations  of  the  length  of  time 
spend-down  cases  took  in  comparison  with  other  Medicaid 
cases.     While  eligibility  workers  said  that  there  were  more 
calculations  and  verifications  involved  with  spend-down 
applications,  this  did  not  represent  a  significantly  larger 
time  allotment   (and  hence  cost)   than  other  cases.  Further- 
more, unnecessary  and  unlikely  spend-down  cases  were  filtered 
out  by  screening  procedures,   so  that  the  number  of  spend- 
down  applications  was  controlled. 

Where  spend-down  cases  became  more  time  consuming  was 
in  the  216  procedures  required  for  each  hospital  invoice 
and  in  the  reapplications  if  clients  had  continuing  medical 
needs.     While  all  other  cases  were  recertified  automati- 
cally, all  OTO's    (and  thus  spend-down  * s )  were  terminated 
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at  the  end  of  their  eligibility  periods.     Thus,  if  spend- 
down  clients  wanted  to  continue  their  Medicaid  benefits, 
an  entirely  new  application  had  to  processed.  Technically, 
this  is  the  rule  for  other   (non-spend-down)   cases  also. 
But  since  redeterminations  are  often  backlogged,  the  com- 
plete processing  is  often  defaulted,  with  no  harm  to  the 
client.     Thus  in  this  way,  the  spend-down  case  does  become 
more  time-consuming  because  its  reapplicaticn  procedures 
cannot  be  defaulted  or  circumvented,   since  the  case  must  be 
re-entered  anew  on  the  eligibility  file. 
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3.5.3     Cost  Critical  Factors 

Although  few  figures  can  be  attached  to  the  cost  of 
administering  the  spend-down  program,   several  cost  critical 
areas  were  identified  which  could  accumulate  to  make  spend- 
down  proportionally  more  costly  than  the  rest  of  Medicaid. 
The  first  of  these  concerns  third  party  insurance,  which 
the  spend-down  case  is  said  to  be  more  likely  to  carry 
than  other  Medicaid  populations .     Ample  mechanisms  are 
built  in  to  the  system  to  flag  third  party  liabilities, 
warning  the  state  against  overpayment.     Third  party  infor- 
mation is  transmitted  to  the  state  on  the  8000/205  and  is 
thus  stored  on  the  eligibility  file.     Further,  the  presence 
of  third  party  insurance  is  documented  on  the  216.     In  the 
cross-run  against  the  eligibility  file,  hospital  billings 
are  tested  for  appropriate  third  party  billings. 

This  entire  system,  however,  hinges  on  the  ability  of 
the  eligibility  worker,  at  the  time  of  taking  the  initial 
application,   to  discover  any  insurance  coverage  that  the 
applicant  might  have.     There  are  two  potential  problems 
here.     Often  clients  are  unfamiliar  with  insurance  techni- 
calities— what  and  who  a  policy  covers.     Often,  elderly 
clients  have  been  found   (only  ex  post  facto)   to  be  covered 
by  a  son's  policy.     Also,   since  inquiry  into  health  in- 
surance is  not  essential  to  actual  eligibility  determina- 
tion and  computation,   it  is  often  paid  less  attention  by 
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workers.     None  of  them  realized  the  long-run  importance 
of  third  party  investigation  for  future  billing  purposes. 
Thus,   it  is  possible  that  some  slippage  occurs  in  this 
area,   although  there  is  no  way  to  estimate  its  importance 
in  dollar  terms. 

The  real  problem  with  third  party  liabilities,  how- 
ever, seemed  to  occur  on  the  side  of  the  hospitals,  how- 
ever, especially  when  there  was  a  spend-down  liability  as 
well.     Although  the  state  policy  seems  simple  enough,^" 
some  hospitals  were  confused  about  how  to  split  the  bill 
among  the  parties.     For  example,  one  hospital  rewarded  .the 
patient  for  having  taken  out  insurance  in  the  first  place 
by  applying  the  insurance  to  the  patient's  liability  first. 
Other  variations  also  resulted  in  Medicaid  being  charged 
more  than  necessary.       Since  there  are  no  institutionalized 
recovery  procedures  at  this  time,  this  confusion  about 
third  party  liabilities  may  indeed  constitute  a  cost  criti- 
cal factor  for  Medicaid. 

Running  parallel  to  this  third  party  liability  problem 
is  the  difficulty  many  hospitals  seem  to  be  having  in 
collecting  the  patient  liability.     Although  this  does  not 
represent  a  direct  loss  for  Medicaid  since  the  hospital 

"'"Maryland  policy  is  that  all  other  liabilities,  in- 
cluding the  patient's  own  spend-down  are  to  be  deducted 
drom  the  final  bill  before  the  Medical  Assistance  program 
is  to  be  charged. 
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is  responsible  for  collecting  the  spend-down  amount, 
it  ultimately  affects  yearly  rates.     Most  hospitals  write 
off  defaulted  spend-down  liabilities,  and  at  the  end  of 
the  year  cost  settlement,  this  amount  is  figured  into  the 
hospital's  costs.     In  this  way,  uncollected  patient  lia- 
bilities ultimately  increase  per  diem  rates  and  increase 
Medicaid  costs.     Although  all  hospitals  interviewed  cited 
this  collection ' problem  as  the  major  difficulty  with  the 
spend- down  program,  none  could  estimate  the  size  of  the 
bad  debt  due  to  the  defaulted  liabilities.     Thus  the  mag- 
nitude of  the  cost  critical  impact  is  impossible  to  esti- 
mate.    If  patient  liabilities  are  never  paid,  the  legiti- 
macy of  the  spend-down  program  as  an  actual  saving  for 
Medicaid  is  open  to  question. 

Measures  have  been  taken  to  control  one  large  potential 
cost  critical  area.     This  is  the  automatic  termination  of 
all  spend-down  cases  at  the  end  of  their  eligibility  periods. 
Since  these  cases  were  made  eligible  for  specific  medical 
needs,  they  are  not  considered  to  require  on-going  medical 
coverage.     Therefore,  unnecessary  cards  are  not  sent  out  to 
those  who  presumably  have  no  need  for  them.     If  a  spend- 
down  case  has  continuing  medical  needs,  he  must  reapply. 
Whether  automatic  recertif ications ,  regardless  of  success- 
ful redetermination,   for  all  other  Medicaid  cases  represent 
a  cost  critical  area  is  another  question,  and  not  directly 
concerned  with  the  spend-down  program. 
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PART  B 


SURVEY  DATA  ANALYSIS- 
MARYLAND 


1 .  0     Comparison  of  Successful  and 
Unsuccessful  Spend-downers 


MARYLAND 

ESTIMATED  CASE  LOAD  AND  PERCENTAGE 


DISTRIBUTION  FOR  CALENDAR  YEAR  1974 


Table  A-.2 


Baltimore 


Montgomery  Co. 


The  success  rate  for  SD  applicants 
in  Baltimore  is  incredibly  low  as 
evidenced  by  the  estimated  number 
of  successful  SD  cases   (88)  compared 
to  the  number  of  USD  cases   (3326)  for 
calendar  year  1974.     Looking  at  the 
categorical  distribution,  there  is 
a  much  higher  success  rate  for  AFCD 
SD  applicants   (78%  of  SD  cases  vs. 
41%  of  USD  cases).. 


Although  the  estimated  rate  of  SD 1 s 
in  Baltimore  appears  high   (172  SD 
cases  estimated  for  1974  compared  to 
444  unsuccessful  cases) ,  in  fact 
these  numbers  are  somewhat  mislead- 
ing.    In  actuality,  12  out  of  the 
28  "SD"  cases  interviev.Ted   (43%)  were 
regarded  by  the  county  as  MN  cases 
due  to  errors  in  their  SD  calculation 
process.     This  means  the  estimated 
number  of  SD  cases  in  Montgomery  Co. 
is  probably  only  98,  with  the  MN 
caseload  increased  by  the  other  "SD" 
74  cases.     Nevertheless,  the  spend- 
down  applicant  success  rate  in 
Montgomery  is  still  close  to  25% 
and  substantially  higher  than  that 
encountered  in  Baltimore.     AFDC  cases 
are  a  much  smaller  part  of  the  SD 
population   (34%)   than  the  USD  popu- 
lation  (67%)  „     AFDC  cases  appear  "to 
be  most  likely  to  be  successful  spend- 
downers   (39%  of  SD  group  vs .  11%  of 
USD  group) . 


Conclusion:     The  relative  size  of  the  SD  population  in  Montgomery  County 
far  exceeds  that  of  Baltimore,  although  the  comparison  is 
somewhat  confused  due  to  the  mishandling  of  SD  cases  in  Mont- 
gomery County.     No  discernible  pattern  exists  for  the  cate- 
gorical distribution  of  SD  vs.  USD  cases,  except  that  there  is 
not  consistency  at  either  site  between  the  categorical  com- 
position of  the  two  groups. 


120 


MARYLAND 
DISTRIBUTION  OF  CASE  SIZES 


BY  RECIPIENT  GROUPS 


Table  B_1 

Baltimore 

Montgomery  Co. 

Because  of  the  categorical  differences 
in  the  composition  of  the  SD  and  USD 
groups,  it  is  not  surprising  to  see 
inconsistency  in  the  case  size  dis- 
tribution.    10%  of  SD  cases  have  only 
one  number  compared  to  55%  one  person 
USD  cases. 

Because  of  the  categorical  differences 
in  the  composition  of  the  SD  and  USD 
groups,  it  is  not  surprising  to  see 
inconsistency  in  the  case  size  dis- 
tribution.    61%  of  SD  cases  have  only 
one  number  compared  to  36%  one  person 
USD  cases. 

Conclusion:      As  expected,   the  case  size  distribution  varied  betv/een  the 


sites  and  groups  due  to  the  inconsistent  categorical  pattern. 
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MARYLAND 


RACE  COMPOSITION  OF  CASES 
BY  RECIPIENT  GROUP 


Table  B-2 

Baltimore 

Montgomery  Co. 

The  SD  population  was  41%  white 
while  the  USD  population  was  46% 
white. 

The  SD  population  was  86%  white  whil 
the  USD  population  was  70%  white. 

Conclusion:      The  racial  composition  of  the  two  groups  was  fairly  consistent 


at  each  site. 
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MARYLAND 

SEX  OF  HEAD  OF  HOUSEHOLD 
BY  RECIPIENT  GROUP 


Table  B-3 

Baltimore 

Montgomery  Co, 

SD  cases  had  predominantly  male  heads - 
of -households   (67%)   compared  to  a 
predominantly  female -headed  USD 
group  (54%)  . 

A  majority  of  both  USD   (57%)  and 
SD   (53%)  cases  were  headed  by 
females . 

Conclusion:     No  definite  pattern. 
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MARYLAND 


AGE  DISTRIBUTION  OF  .RECIPIENTS 
BY  RECIPIENT  GROUP 


Table  B-4 

Baltimore 

Montgomery  Co. 

80%  of  recipients  in  the  SD  cases 
were  under  21  years  of  age  contrasted 
to  52%  of  the  USD  group. 

46%  of  recipients  in  the  SD  cases 
were  under  21  years  of  age  contrasted 
to  63%  of  the  USD  group. 

Conclusion:     No  consistent  pattern. 
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MARYLAND 

DISTRIBUTION    (DUPLICATED  COUNT)  OF 


INCOME  SOURCES  BY  RECIPIENT  CATEGORY 


Table  B-5 

Baltimore 

Montgomery  Co. 

67%  of  the  SD  cases  and  49%  of  the 
USD  cases  reported  having  earned  in- 
come.    The  major  source  of  income  for 
USD  cases,  however,  was  OASDI  (55%). 

The  major  income  source  for  SD  cases 
was  OASDI   (75%)  whereas  the  main 
source  for  USD  cases  was  earned 
income    (68%) . 

Conclusion:     No  consistent  pattern. 
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MARYLAND 
INCOME  DISTRIBUTION  BY 


RECIPIENT  GROUPS 


Table  b-6 

Baltimore 

Montgomery  Co. 

Only  13%  of  the  SD  cases  had  incomes 
of  under  $3,000  annually,  compared  to 
35%  of  the  USD  cases.     This  differ- 
ence is  probably  explained  by  the 
predominance  of  AFCD  cases  in  the  SD 
group  and  adult  cases  in  the  USD 
group . 

68%  of  the  SD  cases  and  26%  of  the 
USD  cases  in  Baltimore  had  incomes 
of  less  than  $3,000  annually. 

Conclusion:      nd  consistent  pattern. 
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MARYLAND 

DISTRIBUTION    (DUPLICATED  COUNT)  OF 


ASSET  TYPES  BY  RECIPIENT  GROUP 


Table  B-7 

Baltimore 

Montgomery  Co. 

91%  of  the  SD  cases  and  97%  of  the 
USD  cases  had  no  liquid  assets. 

39%  of  the  SD  group  and  36%  of  the 
USD  cases  had  savings,  while  20% 
of  the  USD  cases  reported  some 
cash  assets. 

Conclusion:     In  Montgomery  County,  both  the  SD  and  USD  groups  showed 

considerably  greater  liquid  assets  than  either  of  the  groups 
in  Baltimore.     This  implies  that  the  potential  SD  population 
in  Montgomery  County  is  consistently  wealthier  than  in 
Baltimore . 
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MARYLAND 

AVERAGE  VALUE  OF  LIQUID  ASSETS 


BY  RECIPIENT  GROUP  AND  AID  CATEGORY 


Table  B-8 

Baltimore 

Montgomery  Co. 

Little  difference  exists  in  the  over- 
all average  value  of  liquid  assets 
between  the  SD   ($45)   and  USD  ($33) 
groups. 

The  average  value  of  liquid  assets 
for  USD's  was  somewhat  higher  than 
that  for  SD's   ($152  vs.  $85). 

Conclusion:     Consistent  with  the  results  of  Table  B-7 ,  little  difference 


in  asset  value  exists  between  the  two  groups  at  each  site; 
however,  considerable  difference  exists  in  the  relative 
wealth  as  measured  by  assets  between  the  potential  SD 
populations  in  the  two  counties. 


128 


MARYLAND 

CHANGE  IN  ASSETS  BY  RECIPIENT  GROUP 


Table  B-9 

Baltimore 

Montgomery  Co. 

13%  of  the  USD  cases  reported  they 
no  longer  had  assets  which  they 
possessed  before  applying  for  Medic- 
aid compared  to  2%  of  the  SD  group. 

25%  of  the  USD  cases  reported  a 
negative  asset  change  since  their 
Medicaid  application,  whereas 
none  of  the  SD  group  had  lost  any 
assets 

Conclusion:      At  both  sites,  USD  cases  were  more  likely  to  have  lost 


assets  since  the  time  of  their  Medicaid  application. 
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MARYLAND 

CREDIT  STATUS  PROFILE  BY  RECIPIENT  GROUP 


Table  B-10 

Baltimore 

Montgomery  Co. 

58%  of  both  the  USD  and  SD  cases 
reported  they  were  in  debt  during  the 
year  prior  to  their  Medicaid  spplica— 
tion .. 

52%  of  the  USD  group  but  only  8% 
of  the  SD  group  reported  they  were 
in  debt  during  the  year  prior  to 
their  Medicaid  application. 

At  both  sites  a  majority  of  the  USD  cases  reported  they  were 
in  debt  during  the  year  prior  to  their  Medicaid  application. 
The  debt  status  for  SD  cases  was  not  consistent  between  the 
sites . 


130 


MARYLAND 

CREDIT  STATUS  PROFILE  BY  RECIPIENT  GPOUP 


Table  B~10 

Baltimore 

Montgomery  Co. 

86%   of  the  SD  and  88%  of  the  USD  who 
were  in  debt  prior  to  applying  for 
Medicaid  reported  that  they  still 
owed  the  money. 

Of  the  USD  cases  who  owed  money 
prior  to  their  Medicaid  application, 
half  continued  to  owe  the  money. 

At  both  sites,  at  least  half  of  the  USD  cases  continued  to  be 
in  debt  since  the  time  of  their  Medicaid  application.  At 
the  one  site  in  which  a  large  portion  of  cases  were  in  debt, 
they  also  continued  to  owe  the  money. 
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MARYLAND 

CREDIT  STATUS  PROFILE  BY  RECIPIENT  GROUP 


V 


Table  B-10 

Baltimore 

Mon  tgome  ry  Co . 

33%  of  the  SD  cases  and   26%  of  the  USD 
cases  had  either  gotten  into  debt  or 
V7ere  more  into  debt  since  the  time  of 
their  application  for  Medicaid. 

4%  of  the  SD  cases  and  24%  of  the 
USD  cases  had  either  gotten  into 
debt  or  were  more  into  debt  since 
the  time  of  their  application  for 
Medicaid . 

Conclusion:     At  both  sites,  one-quarter  of  the  USD  cases 

consistently  had  gotten  into  debt  or  deeper  into  debt  since 
the  time  of  their  Medicaid  application. 
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MARYLAND 

CREDIT  STATUS  PROFILE  BY  RECIPIENT  GROUP 


Table  B^IO 


Baltimore 


Montgomery  Co. 


Overall  Conclusion:     A  majority  of  USD  cases  in  both  sites  were  in 

debt  at  the  point  of  application;  at  least  half 
of  them  continued  to  owe  the  money;  and  close  to  25" 
more  had  either  gotten  into  debt  or  were  more 
into  it  since  the  time  of  their  Medicaid  applica- 
tion.    The  overall  poor  credit  status  of  the  USD 
group  at  both  sites  implies  that  these  cases  are 
experiencing  considerable  financial  hardship  in 
spite  of  their  ineligibility  for  Medicaid. 
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MARYLAND 

DISTRIBUTION  OF  REFERRAL  SOURCES    (DUPLICATED  COUNT) 
TO  MEDICAID  BY  RECIPIENT  GROUP 


Table  c"1 

Baltimore 

Montgomery  Co. 

39%  of  the  SD  group  and  27%  of  the 
USD  group  found  out  about  Medicaid 
through  hospital  providers.     30%  of 
the  SD  cases  and  39%  of  the  USD 
found  out  through  family  and  friends. 

45%  of  the  SD  group  learned  of 
Medicaid  through  the  welfare 
office  while  the  main  source 
for  the  USD  group   (37%)  was 
family  and  friends. 

Conclusion:     Family/friends  were  the  major  referral  source  for  the  USD 


group  at  both  sites.     No  consistent  pattern  emerged  for 
SD  cases;  however,  their  major  sources  appear  to  be  also 
family/friends  as  well  as  hospitals  and  the  welfare  office. 
No  one  source  was  cited  by  a  majority  of  either  group. 
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MARYLAND 

DISTIRBUTTON ' OF  TIME  OF  REFERRAL 
TO  MEDICAID  BY  RECIPIENT  GROUP 


Table  C-2 


Baltimore 


Montgomery  Co.. 


There  was  close  to  an  even  split  as 
to  whether  or  not  cases  in  either  the 
SD  or  USD  group  knew  about  Medicaid 
prior  to  their  application. 


The  majority  in  each  group  (60% 
SD,   52%  USD)   knew  about  Medicaid 
before  they  applied. 


Conclusion:     Around  half  of  the  cases  in  each  group  knew  about  Medicaid 
before  they  applied. 
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MARYLAND 


DISTRIBUTION  OF  REFERRAL  SOURCES    (DUPLICATED  COUNT) 
TO  MEDICAID  BY   RECIPIENT  GROUP 


Table  C-3 

Baltimore 

Montgomery  Co. 

The  main  source  cited  for  each  group 
as  responsible  for  their  knowing 
about  the  spend-down  program  was  the 
welfare  office   C48%  SD,  78%  USD) . 

SD  cases  seem  to  find  out  about  the 
program  either  through  the  media 
(39%)  or  the  welfare  office   (39%)  , 
while  a  majority  of  USD  cases  (75%) 
learned  of  the  program  through  the 
welfare  office. 

Conclusion:      The  welfare  office  is  the  major  source  of -knowledge  about 
the  spend-down  program  for  both  groups. 


136 


MARYLAND 

DISTRIBUTION  OF  TIMES  OF  REFERRAL  TO 


SPEND-DOWN  PROGRAM  BY 

RECIPIENT  GROUPS 

Table  C-4 

Baltimore 

Montgomery  Co. 

i 

Most  respondents  in  the  SD   (39%)  and 
USD   (48%)   groups  found  out  about 
spend-down  per  se  at  the  point  of 
application.     Only  2.6%  of  the  SD 
cases  knew  about  it  before  they 
applied . 

A  majority  of  SD  respondents  (61%) 
found  out  about  spend-down  at  the 
point  of  application  compared  to 
27%  of  the  USD  group  finding  out 
about  it  then.     A  large  portion  of 
the  USD  cases   (41%)  indicated  that 
they  learned  about  SD  at  the  point 
of  transfer  from  the  MN  program. 

Conclusion:     Almost  none  of  the  SD  or  USD  cases  at  either  site  knew  about 
spend-down  prior  to  their  application. 
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MARYLAND 

DISTRIBUTION  OF  REASON  FOR  MEDICAID  APPLICATION 
(DUPLICATED  COUNT)    BY  RECIPIENT  GROUP 


Table  C-5 


Baltimore 


Montgomery  Co; 


84%  of  the  SD  cases  and  51%  of  the 
USD  cases  reported  they  applied  for 
Medicaid  because  of  a  change  in 
their  personal  health  status.  22% 
of  the  SDsaid  they  experienced  a 
change  in  income,  as  did  18%  of  the 
USD  cases. 


91%  of  the  SD  cases  said  they 
applied  for  Medicaid  because  of 
a  change  in  personal  health  status , 
compared  to  53%  of  the  USD  cases. 
23%  of  the  SD  group  and  17%  of  the 
USD  reported  a  change  in  income  as 
the  precipitating  cause  for  their 
Medicaid  application. 


Conclusion : 


At  both  sites  about  half  the  USD  cases  said  they  applied  for 
Medicaid  due  to  a  personal  health  problem  while  84%  and  91% 
of  the  SD  cases  reported  health  as  the  cause.     About  one- 
fourth  of  the  SD  cases  and  one-fifth  of  the  USD  cases  said 
their  application  was  caused  by  a  change  in  income .  This 
would  imply  direct  health  problems  as  a  much  more  likely 
factor  with  the  successful  SD  applicant —which  logically 
contributes  to  the  greater  likelihood  of  successfully  spending- 
down . 
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MARYLAND 


DISTRIBUTION  OF  PREVIOUS  MEDICAID 
HISTORY  BY  RECIPIENT  GROUPS 


Table  #C-6 

Baltimore 

Montqomerv 

8%  of  the  SD's  had  a  Medicaid  his- 
tory of  less  than  one  year,  1%  had 
a  history  of  one  to  two  years ,  and 
5%  had  a  history  of  two  or  more 
years.     Of  the  USD's,  15%  had  a 
Medicaid  history  of  less  than  one 
year,  3%  had  a  history  of  one  to 
two  years,  and  7%  had  a  history  of 
two  years  or  more.     86%  of  the  SD's 
had  never  been  eligible  previously, 
compared  to  75%  of  the  USD's. 

Of  the  SD's,   3%  had  a  Medicaid  history  of 
less  than  one  year,  7%  had  a  history  of 
one  to  two  years,  and  15%  had  a  history  of 
two  or  more  years.     Of  the  USD's,   29%  had 
a  Medicaid  history  of  less  than  one  year, 
13%  had  a  history  of  one  to  two  years,  and 
8%  had  a  history  of  two  or  more  years. 
75%  of  the  SD's  had  never  been  eligible 
previously,  compared  to  48%  of  the  USD's. 

Conclusions:     At  both  sites,  both  SD's  and  USD's  had  a  low  rate  of  previous 
Medicaid  coverage. 
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MARYLAND 


DISTRIBUTION  OF  PREVIOUS  SPEND-DOWN 
HISTORY  BY  RECIPIENT  GROUP 


Table  C-7 

Baltimore 

Montgomery  Co; 

6.3%  of  the  SD  cases  and  9.5%  of  the 
USD  cases  reported  having  spent-down 
previously . 

9.4%  of  the  SD  cases  and  5.3% 
of  the  USD  cases  showed  prior 
spend-down  incidents. 

Conclusion:     Very  few  cases  in  either  survey  group  had  spent-down 

previously.     This  indicates  that  the  potential  spend -down 
population  is  not  very  stable  and  that  the  program  works 
much  more  as  an  emergency  care  program  than  as  an  ongoing 
means  of  health  care  coverage. 
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MARYLAND 
DISTRIBUTION  OF  SATISFACTION 


WITH   SPEND-DOWN  PROCESS 


Table  D-l 

Baltimore 

Montgomery  Co. 

Over  one  half   (52%)   of  the  USD 
cases  in  Baltimore  reported  dissatis-  i 
faction  with  the  way  in  which  their 
SD  application  had  been  treated.  No 
one  reason  was  predominant — explana- 
tions included  that  the  SD  amount  was 
too  high   (27%),  that  spending-down 
was  unreasonable   (29%)  and  that  they 
were  insensitively  treated   (1%)  . 

About  65%  of  the  USD  cases  in 
Montgomery  Co.  expressed  dis- 
satisfaction with  the  planner  in 
which  their  Medicaid  application 
was  handled.     39%  said  the  amount 
was  too  high,   18%  said  that  spend- 
ing-down  was  unreasonable,  while 
19%  said  they  received  insensitive 
treatment . 

Conclusion:      The  majority  of  USD  cases  were  dissatisfied  with  the  way 


in  which  their  Medicaid  application  was  processed.  For 
those  dissatisfied,  common  complaints  were  that  the  SD 
amount  was  too  high,  spending-down  was  unreasonable  or 
that  they  were  not  treated  with  sensitivity.     At  neither 
site  did  any  USD  cases  report  that  the  SD  process  was  not 
adequately  explained  to  them. 
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MARYLAND 


AVERAGE  SPEND-DOWN  AMOUNT  BY 
RECIPIENT  GROUP  AND  AID  CATEGORY 


Table  D-2 

Baltimore 

Montgomery  Co. 

The  average  SD  amount  for  both  SD 
cases   ($668)   and  USD  cases   ($558)  is 
high,  and  it  is  somewhat  surprising 
to  see  USD  cases  with  a  lower  aver- 
age spend-down  amount.     It  should 
be  noted  that  the  AFDC  average 
spend-down  amounts  were  consider- 
ably higher  than  those  of  the  other 
two  groups . 

The  average  USD  spend-down  amount 
was  considerably  larger  than  the 
average  amount  for  SD's  ($690 
compared  to  $115) .     The  high  SD 
amount  involved  in  AFDC-USD  cases 
skewed  the  overall  average. 

Conclusion:     In  Baltimore,  the  average  SD  amount  for  USD's  was  high,  but 


it  was  lower  than  the  amount  for  SD's.     In  Montgomery  County, 
the  USD  spend-down  amount  was  considerably  higher  than  the 
SD  amount. 
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MARYLAND 
DISTRIBUTION  OF  SPEND-DOWN 


AMOUNTS  BY  RECIPIENT  GROUP 


Table  D-3 

Baltimore 

Montgomery  Co. 

The  distribution  of  SD  amounts  between 
SD  and  USD  cases  showed  little  vari- 
ance as  could  be  expected  since  the 
average  amounts  for  each  group  were 
fairly  close. 

This  table  indicates  that  most 
of  the  cases  in  the  spend-down 
group  had  incredibly  low  spend- 
downs  —  89%  of  the  cases  had 
spend-downs  of  less  than  $50. 
For  the  unsuccessful  spend-down 
group,  on  the  other  hand,  56% 

llciu,    t>J~>c:Jzt_l    U.CJwilb    Oi    OVGi     9jUU  . 

Conclusion:  No  definite  pattern. 
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MARYLAND 

DISTRIBUTION  OF  HEALTH  EXPENSES 
(DUPLICATED  COUNT) *  NOT  USED 
AS  PART  OF  SPEND-DOWN 


Table  #  D-4     i  Baltimore 

Montgomery  County 

82%  of  the  SD's  reported  that  they 

84%  of  the  SD's  reported  that  they 

used  all  their  expenses  toward 

were  able  to  use  all  their  health 

meeting  their  spend-down  liability. 

expenses  toward  meeting  their  spend- 

14%  of  the  SD  respondents  indicated 

down  liability.     Past  health  debts 

they  had  past  health  debts  which 

were  cited  as  a  non-countable  item  by 

they  were  not  able  to  use  as  part 

6%  of  the  SD  respondents. 

of  the  spend-down. 

Conclusion:       The  majority  of  SD  cases  at  each  site    (82-84%)   were  able  to 
use  all  their  health  expenses  toward  meeting  the  spend-down. 


* 

Duplicated  count  refers  to  the  fact  that  some  cases  had  multiple  responses 
so  that  column  percentages  do  not  sum  to  100%. 
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MARYLAND 

DISTRIBUTION  OF  EXTENT  TO  WHICH  SPEND-DOWN 


COSTS  ARE  INCURRED  AT  TIME  OF 
APPLICATION  BY  RECIPIENT  GROUPS 


Table  #  D-5 

Baltimore 

Montgomery  County 

69%  of  the  SD  respondents  said  that 
they  had  already  incurred  all  of 
the  necessary  medical  bills  to 
meet  their  spend-down  liability  at 
the  point  of  their  spend-down  appli- 
cation, while  49%  of  the  USD  cases 
had  no  costs  incurred  at  that  point. 

Rl  %   of7  "hVip   SD   tp» ciDPtn rip n t~  rpnnri"prl 
that  all  necessary  costs  were  incurred 
at  the  time  of  their  application,  while 
40%  of  the  USD's  had  no  costs  incurred. 

Conclusion:       In  both  sites,  well  over  half  of  the  spend-down  cases  had 
incurred  all  necessary  costs  at  the  time  of  their  Medicaid 
application.     Of  the  USD's,  there  was  an  almost  even  split 
in  the  number  of  cases  with  some  costs  incurred  and  the 
number  with  no  costs  at  all. 
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MARYLAND 
DISTRIBUTION  OF  EXTENT  TO  WHICH 


SD  IS  PAID  BY  AID  CATEGORY 


Table  #  D-8 

Baltimore  City 

Only  12%  of  the  SD  cases  reported 
having  paid  in  full  their  spend- 
down  liability,  while  30%  indicated 
that  they  had  not  paid  it  because 
they  could  not  afford  it. 

60%  of  the  SD  cases  reported  having  paid 
in  full  their  spend-down  liability,  while 
10%  implied  they  would  not  pay  it  because 
they  could  not  afford  it. 

Conclusion:       Payment  of  spend-down  liability  varies  considerably  between  the 
two  sites.     While  in  Montgomery  County,  the  majority  of  SD 
applicants  had  paid  their  SD  liability,  in  Baltimore  only  a 
very  small  portion  of  spend-downers  had  paid  off  their  liability. 
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MARYLAND 


DISTRIBUTION  OF  REASONS  FOR 
SD  DENIAL   (DUPLICATED  COUNT) * 


Table  #  D-10      |    Baltimore  City 

Montgomery  County 

Almost  half  of  the  USD's  said  that 
they  did  not  meet  their  SD  liability 
because  they  did  not  understand  the 
SD  procedure.     13%  said  that  they 
were  denied  eligibility  because 
their  medical  bills  were  not  high 
enough.     28%  understood  the  SD 
procedure,  but  did  not  attempt  to 
spend- down . 

Almost  half  of  the  USD's  said  that 
they  didn't  meet  their  liability 
because  they  didn't  understand  the 
SD  procedure.     26%  said  that  their 
medical  bills  were  not  large  enough. 

Conclusion:     Almost  half  of  the  USD's  at  both  sites  reported  that  they  did 


not  meet  their  spend-down  liability  because  they  did  not 
understand  the  SD  procedure.     A  significant  proportion  at 
both  sites  said  that  they  were  unsuccessful  because  their 
medical  bills  were  not  large  enough. 
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MARYLAND 

DISTRIBUTION  OF  HEALTH  INSURANCE  COVERAGE 


IN  YEAR  PRIOR  TO  MEDICAID  APPLICATION 


Table  #  E-l 

Baltimore 

Montgomery  County 

52%  of  the  SD's  reported  having 
some  kind  of  health  insurance  cover- 
age in  the  year  prior  to  their 
Medicaid  application,  while  58% 
of  the  USD's  reported  having  some 
form  of  health  insurance  in  that 
year.     Almost  twice  as  many  SD's 
said  they  had  no  health  insurance 
in  that  same  year. 

64%  of  the  SD's  reported  having  some  form 
of  health  insurance  coverage  in  the  year 
prior  to  their  Medicaid  application, 
while  36%  of  the  USD's  reported  having 
some  form  of  health  insurance  in  that 
year.     A  high  proportion  of  USD's  had 
private  health  insurance  coverage,  while 
the  majority  of  SD's  had  Medicare  coverage 

Conclusion:       The  majority  of  cases  in  both  groups  at  both  sites  had  some 

type  of  health  insurance  coverage  in  the  year  prior  to  Medicaid 
application.     However,  there  was  not  a  consistent  pattern  as 
to  the  type  of  coverage  between  Medicare,  private  health  in- 
surance or  other  type  of  coverage. 
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MARYLAND 

DISTRIBUTION  OF  HOSPITAL  UTILIZATION  IN  YEAR 


PRIOR  TO  MEDICAID  APPLICATION  BY  RECIPIENT  GROUP 


Table  E-2 

Baltimore 

Montgomery  County 

The  SD  cases  and  the  USD  had  similar 
patterns  of  hospital  utilization 
before  applying  for  Medicaid.  The 
average  SD  reported  6.5  days  of 
hospital  care  in  the  year  prior  to 
Medicaid,  while  the  average  USD  re- 
ported 7.5  days. 

The  average  SD  reported  14.2  days 
of  hospital  care  in  the  year  prior 
to  Medicaid,  while  the  average 
USD  reported  2.6  days. 

Conculsion:     No  definite  pattern  between  sites  emerges.     In  Baltimore, 
prior  hospital  utilization  was  about  the  same  for  both 
groups.     However,   the  SD  group  in  Montgomery  Co.  showed 
a  markedly  higher  utilization  rate  than  the  MN  group. 
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MARYLAND 


AVERAGE  ANNUAL  EXPENSES  FOR  IN-PATIENT  HOSPITAL  CARE 
IN  YEAR  PRIOR  TO  MEDICAID  APPLICATION 


Table  E-3 

Baltimore 

Montgomery  Co . 

The  USD  cases  hospitalized  prior  to 
Medicaid  eligibility  showed  an 
average  annual  expenditure  on  hos- 
pital costs  of  $1275  compared  to 
$1034  for  the  SD  group. 

The  USD  cases  hospitalized  prior 
to  Medicaid  eligibility  showed 
an  average  annual  expenditure  on 
hospital  costs  of  $53  2  compared 
to  $670  for  the  SD  group. 

Conclusion:     Average  annual  expenditures  for  hospitalization  expenses 
varied  tremendously  between  the  sites.     However,  within 
each  site  the  SDs  and  USDs  were  reasonably  close  together 
in  reported  expenses . 
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MARYLAND 


DISTRIBUTION  OF  PHYSICIAN  UTILIZATION 
IN  YEAR  PRIOR  TO  MEDICAID  APPLICATION 


Table  E--6 


Baltimore 


Montgomery  Co. 


The  average  number  of  physician 
encounters  reported  by  SDs  in  the 
year  prior  to  Medicaid  was  10.9. 
For  USDs  it  was  17.6. 


The  average  number  of  physician 
encounters  reported  by  SDs  in  the 
year  prior  to  Medicaid  was  19.3. 
For  USDs  it  was  8.1. 


Conclusion:     No  definite  pattern  between  groups.     All  groups,  however, 
were  well  above  the  national  average  of  5  visits  per  year. 
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MARYLAND 


AVERAGE  ANNUAL  EXPENDITURES  ON  PHYSICIAN'S  SERVICES 
IN  YEAR  PRIOR  TO  MEDICAID  APPLICATIONS 


Table  #  E-7 


Baltimore 


Montgomery  Co. 


The  USD  group  expended  as  an  average 
$255  a  year  on  physician's  services 
compared  to  an  average  of  $208  a  year 
for  the  SD  group. 


The  SD's  spend  over  twice  as  much, 
as  an  average,   as  did  USD's;   $37  5  com- 
pared to  $157. 


Conclusion:     In  Baltimore,  USDs  spent  more  on  physicians'   services  than  did 
SDs;  while  in  Montgomery  County,   SDs  spent  over  twice  as  much 
as  USDs. 
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MARYLAND 


AVERAGE  ANNUAL  EXPENDITURES  FOR  DRUGS  AND  SUPPLIES 
IN  YEAR  PRIOR  TO  MEDICAID  /APPLICATION 


Table  E-ll          !  Baltimore 

Montgomery  Co . 

The  average  drug  expenditure  for  SD 

The  average  expenditure  for  USD 

cases  was  approximately  $94  a  year 

cases   ($79)   on  drugs  and  supplies 

compared  with  an  average  expenditure 

was  considerably  less  than  that  of 

of  $154  a  year  for  USD  cases  on  drugs 

SD  cases    ($183)  . 

and  supplies. 

Conclusion:     No  pattern  across  sites. 
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MARYLAND 


AVERAGE  ANNUAL  EXPENDITURES  FOR  "OTHER"  HEALTH 
SERVICES   IN  YEAR  PRIOR  TO  MEDICAID  APPLICATION 


Table  E-19 

Baltimore 

Montgomery  Co. 

SD  cases  reported  an  average  of  $104 
a  year  expended  for  other  health 
services  compared  to  $3  5  a  year  for 
the  USD  group. 

SD  cases   ($135)   and  USD  cases  ($114) 
expended  close  to  the  same  amount 
on  other  health  supplies  during  the 
year  prior  to  their  Medicaid 
application. 

Conclusion:     SD  cases  at  both  sites  were  spending  over  $100  a  year  for 

other  health  services.     The  USDs  reported  lower  expenses  than 
the  SDs  at  both  sites.     This  was  especially  noticeable  in 
Baltimore  where  the  USDs  reported  an  average  of  $35. 
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MARYLAND 


RESPONSE  TO  QUESTION  57:      "SINCE  YOU  DIDN'T  GET 
MEDICAL  ASSISTANCE,   DO  YOU  STILL  GET  THE  HEALTH  CARE  YOU  NEEDED?" 


Table  E_21 

Baltimore 

Montgomery  Co. 

Over  75%  of  the  USD  cases  reported 
they  were  able  to  get  at  least  part 
of  the  health  care  they  needed  even 
though  they  did  not  become  eligible 
for  spend -down. 

About  72%  of  the  USD  cases  reported 
they  were  able  to  get  at  least  part 
of  the  health  care  they  needed  even 
though  they  did  not  become  eligible 
for  spend -down. 

Conclusion:  At  both  sites  close  to  three-fourths  of  the  USD  respondents 
indicated  they  were  able  to  get  at  least  part  of  the  health 
care  which  they  needed  even  though  they  were  not  successful 
in  applying  for  Medicaid. 
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MARYLAND 

RESPONSE  TO  QUESTION  58:      "HOW  DID  YOU  PAY  FOR  THIS  CARE?" 


(SINCE  CARE  NOT  COVERED  BY  MEDICAL  ASSISTANCE) 


Table  E-22 


Baltimore 


Montgomery  Co. 


Over  half  of  the  USD  group  55% 
paid  for  their  health,  care  out  of 
income  and  45%  used  insurance,  15% 
were  able  to  get  the  health  services 
free  and  15%  said  they  have  not  paid 
for  their  services. 


52%  of  the  USD  group  paid  for 
their  health  care  with  their  income 
and  43%  used  insurance.    22%  were 
able  to  obtain  services  without 
cost  while   25%  said  they  have  not 
paid  for  the  care  yet. 


Conclusion:      Close  to  half  of  the  USD  cases  at  each  site  said  they 

paid  for  their  health  care  needs  out  of  personal  income 
while  an  average  of  45%  used  health  insurance  (possible 
duplicative  count) .    A  significant  portion  of  the  USD 
group  at  each  site   (15%  and  22%  )  were  able  to  obtain  health 
care  without  cost  anyway. 
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2 . 0     Comparison  of  Spend-downers  with 
Other  Medically  Needy  Recipients 


.L 


MARYLAND 


ESTIMATED  CASE  LOAD  AND  PERCENTAGE 
DISTRIBUTION  FOR  CALENDAR  YEAR  1974 


Table  #A2 


Bait  imore 


Montgomery  County 


SD   group   in   Baltimore  is 


SD ' s    compose    less    than   4%  of 


absolutely  miniscule  as 


the   overall   MN   caseload   in  Mont- 


compared   to   the  overall 


gomery  County. 


Adult   cases  make 


MN   group    (6%) ;    the  SD 


up   over   half    of   the    SD  group. 


group   is. dominated   by  AFDC 


OAA  cases   dominate   the   MN  group. 


cases,      whereas   over  two- 
thirds   of   the   MN   group  is 
composed   of   OAA 1 s  and 
AP   &   D ' s . 


Conclusion:      Spend-down   is   but   a   small  part  of 

the   overall  MN  program  in  Maryland. 
The   MN  group   is   dominated   in  both 
counties   by   OAA   cases;    however,  there 
is   no  definite   pattern   to   the  categori- 
cal  distribution    of   the    SD  group. 
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MARYLAND 


DISTRIBUTION  OF  CASE  SIZES- 
BY  RECIPIENT  GROUPS 


Table  #B1 

Baltimore 

Montgomery  County 

Almost   half   of   the   MN  group 
cases   have   one   case  member 
(48%) ,    compared   to   18%  one 
member   SD  cases. 

81%   of   the   MN   cases   have  only 
one   member;    61%   of   the  SD 
population   are    one  member 
cases . 

Conclusion:      Due   to   the   high   rate   of   adult  cases; 

the   MN   group    is    dominated   by  one 
member   cases.      No   clear  pattern 
emerges    for   SD   case  size. 
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MARYLAND 


RACE  COMPOSITION  OF  CASES 
BY  RECIPIENT  GROUP 


Table    #  B2 


Ba Itimore 


Montgomery  County 


Although  both   groups  are 


The   SD   caseload    is   86%  white, 


similar   in  racial  composi- 


and   the   MN  caseload    is   73%  white 


tion,    the   MN   caseload  is 
54%  white   while   the  SD 
cases   are    42%  white. 


Conclusion: .    No   clear  pattern   emerges    as    to  the 
racial   composition   of   the    SD  and 
MN   group s . 
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MARYLAND 


SEX  OF  HEAD  OF  HOUSEHOLD 
BY  RECIPIENT  GROUP 


Table  #B3 

Baltimore 

Montgomery  County 

Female   HOH 1 s    form   the  major- 
ity  for   the  MN  group  (57%) 
while   male   HOH 1 s  dominate 
the   SD   group    ( 67  % )  . 

In   both   the   MN   and   SD   groups , 
female   HOH 1 s   are  involved 
with   the   majority  of  cases. 

Conclusion:        No   clear  pattern. 
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MARYLAND 


AGE  DISTRIBUTION  OF  RECIPIENTS 
BY  RECIPIENT  GROUP 


Table  #B4 

Ba 1 1  imore 

Montgomery  County 

The  MN  group   is   much  older, 
with   over   a   third   of  the 
population  being   over  65. 
Over   two-thirds    of    the  SD 
population    is   under  21; 
only  7%   are   over  65. 

45%  of   the   MN   group   is  over 
65;    only    17%    of    SD    are    in  that 
age   group.      46%   of   SD 1 s  are 
under   21,    compared   to   33%  of 
the  MN. 

Conclusion:        The  MN  population   because   of  its 


large   proportion   of   adult  cases 
tends   to  be   older   than   the  SD 
group . 
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MARYLAND 

DISTRIBUTION    (DUPLICATED  COUNT)  OF 
INCOME  SOURCES  BY  RECIPIENT  CATEGORY 


Table   #  B5 


Ba 1 timore 


Montgomery  County 


71%    of    the    MN  group 
receive   OASDI ,    compared  to 
•only   25%   of   the   SD  group. 
Significantly,    67%   of  the 
SD  have   earned  income. 


About    75%    of  both   the    SD   and  MN 
group   rely   on   OASDI  income. 
35%   of   the   SD   group   also  re- 
ceive  pensions;    22%   have  some 
earned   income . 


Con  c lu  s  ion 


The  MN  group  definitely   relies  heavily 

on   OASDI   income;    a   clear  pattern 

does   not   emerge    for   the    SD  population. 
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MARYLAND 


INCOME  DISTRIBUTION  BY 
RECIPIENT  GROUPS 


Table   #  B6 

Ba 1 1  imore 

Montgomery  County 

81%   of   the  MN  population  in 
Baltimore   have   annual  in- 
comes  of   less   than  $3,000 
a   year   while   over   87%  of 
the   SD   group   have   incomes  of 
over    $3,000   per   year.  None 
of   the   SD 1 s   have  over 
$10,000   yearly  income. 

92%   of   the   MN   group   have  incomes 
of   less   than   $3,000   a   year.  The 
SD   group  have    32%   of   cases  with 
incomes    over    $3,000.      None  of 
the   SD   have   more    than  $10,000 
annual    income . 

Conclusion:        The  MN   in  both   sites   are    as  expected 

considerably  poorer   than   the    SD  group; 
however,    the   income   discrepancy  seems 
much   greater   in   Baltimore    than  in 
Montgomery  County.      At  neither  site 
did   any   SD   case   have   income  over 
$10,000   per  year. 
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MARYLAND 


DISTRIBUTION    (DUPLICATED  COUNT)  OF 
ASSET  TYPES  BY  RECIPIENT  GROUP 


Table   #  B7 


Ba ltimore 


Montgomery  County 


An   unusually   high   group  of 


65%   of   the   MN   had   no  assets 


both   the  MN    (90%)    and  SD 


compared   to   63%   SD  1  s  . 


For  both 


(91%)    had  no   liquid  assets. 


groups,    savings   was    the  most 


common   asset   type  30%  of 


the   MN  had   some    savings  compared 


to   39%   of  SD's. 


Conclusion  : 


Both   the   MN   and    SD   groups    in  Baltimore 


appeared   to   have    considerably  few 
cases   with   any   liquid   assets  while  in 
Montgomery  County   in   both   groups ,  a 
substantial   proportion   of   each  had 
some    savings.      The   trend   seems   to  be 
not  a   difference   between   groups  but 
between  sites. 
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MARYLAND 


AVERAGE  VALUE  OF  LIQUID  ASSETS 
BY  RECIPIENT  GROUP  AND  AID  CATEGORY 


Table    #  B8 

Baltimore 

Montgomery  County 

As   a   group   the   MN  have  high- 
er  average  value   to  their 
assets          $140,    with  the 
OAA  '  s   in   the  MN   showing  the 
highest   asset  value  by 
category . 

The   MN   group  have   the  highest 
average   asset   value          $289  , 
with   the    OAA 1 s    in   the  MN 
group   showing   the  highest 
asset   value   by  category. 

Cone lusion : 

Surprisingly,    the   average   value  of 
assets   for   the  MN   in  both   sites  was 
substantially   greater   than   for   the  SD 
group.      The   OAA  MN   cases   in  both 
sites   have   the   highest   asset  value 

by  category. 
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MARYLAND 

CHANGE  IN  ASSETS  BY  RECIPIENT  GROUP 


Table    #  B9 

Baltimore 

Montgomery  County 

Almost  no   cases    in  either 
group   showed   any   change  in 
assets   since   medical  eligi- 
bility . 

9%   of   the   MN   had   lost  some 
assets   since   their  eligibility 
for   Medicaid  while   none  of 
the    SD   group   had  . 

Conclusion:        At  neither   site   had   any  substantial 
portion   of   either   the    SD   or   MN  group 
experienced   any    loss    in  asset 
value    since  becoming   eligible  for 
Medicaid . 


166 


MARYLAND 

CREDIT  STATUS  PROFILE  BY  RECIPIENT  GROUP 


Table    #  BIO 

Ba 1 timore 

Montgomery  County 

80%   of   the  MN  group  reported 
they  didn't   owe   any  one 
money  during   the   year  before 
their  Medicaid  application; 
however,    58%   of  the  SD 
group  did.      Of   those  pre- 
viously  in   debt   86%   of  the 
SD   continued   to  be   in  debt, 
while   none   of   the  MN  were. 
A   sizeable  portion   of  cases 
in  both   groups   had  either 
gotten   in  debt   or   more  into 
it   since  Medicaid  eligibili- 
ty   (40%   of   the  MN  vs.  33% 
of   the   SD's) . 

In   both   the    SD    and   MN  groups 
most   cases   reported   that  they 
were   not   in  debt  during   the  year 
prior   to   their   Medicaid  appli- 
cation    (91%    MN   and   92%  SD). 
Cases    in    the   MN   group  seemed 
somewhat  more    likely   to  have 
gotten    into  debt    since  Medicaid 
eligibility          19%    vs.  4% 
for   the   SD   group , 

Conclusion:        No   clear   pattern   emerges   as   to  the 
likelihood   that  members    in  either 
group  were  more    likely   to   be  in 
debt  prior   to   or    since  Medicaid 
eligibility.      If   anything,  it 
appears   that  both   the  MN   and  SD 
cases   in   Baltimore   were   more  likely 
to  have    credit   obligations  than 
the    same   groups    in  Montgomery  County. 
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MARYLAND 

DISTRIBUTION  OF  REFERRAL  SOURCES,  (DUPLICATED  COUNT) 
TO  MEDICAID  BY  RECIPIENT  GROUP 


Table   #  CI 

Baltimore 

Montgomery  County 

SD's   tended   to   find  out 
about  Medicaid  more  through 
providers  (especially 
hospitals)    than   did  the 
MN    (42%    SD   vs.    39%   MN) ;  for 
both  groups    family  and 
friends   were   the  other 
major   referral  source. 

The   major    source    for   SD's  find- 
ing out   about  Medicaid   in  Mont- 
gomery  County  was   the  welfare 
office    (45%)    while    f ami 1 y / f r i en d 

I  ^  1  9:  1        ri  -n           nVlVQl  PI   PIDQ        f^fi^^       t«7a  TO 
\  — >  _L   o  }       cj.  1 1  \J.          liy  oi^luJlo       \  <1  U   of       W  t:  J_  c 

the   major   referral  sources 
for   the  MN. 

Conclusion:        In   Baltimore   providers  (.especially 
hospitals)    seem   to  be   more    of  a 
referral   source    for   Medicaid  than 
is   true    in  Montgomery  County; 
however,    both   family   and  friends 
were   a  major  source. 
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MARYLAND 

DISTRIBUTION  OF  TIME  OF  REFERRAL 
TO  MEDICAID  BY  RECIPIENT  GROUP 


Table  #C2 


Baltimore 


Montgomery  County 


The   SD   group  more    so  than 
the  MN   appear   to  have  known 
about   Medicaid  prior  to 
their   application;  however, 
in  both   groups   a  substantial 
proportion   of   cases  (50% 
MN   and   42%    SD)    did   not  know 
about  Medicaid   until  around 
the   time   of   their  applica- 
tion. 


The    SD   group   more    so  than 
the  MN   appear   to   have  known 
about  Medicaid  prior  to 
their    application;  however, 
in   both   groups   a  substantial 
proportion   of   cases  (55% 
MN  and   40%    SD)    did  not  know 
about  Medicaid   until  around 
the   time   of   their  application 


Conclusion 


In   Baltimore   providers  (especially 
hospitals)    seem  to  be  more   of  a 
referral   source    for  Medicaid  than 
is   true    in  Montgomery  County; 
however,    both   family   and  friends 
were   a  major  source. 
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MARYLAND 

DISTRIBUTION  OF  REASON  FOR  MEDICAID  APPLICATION 
(DUPLICATED  COUNT)    BY   RECIPIENT  GROUP 


Table    #  C5 


Baltimore 


Montgomery  County 


84%   of   the    SD   applied  for 
Medicaid  because   of   a  change 
in   their   health  status, 
compared   to    53%   of   the  MN 
group.      For  both,    a  change 
in   income    (21%  MN  and  22% 
SD)    was   also   a   major  reason 
for   their   application.  17% 
of  the  MN   also   reported   a  p 
plying   to  get  assistance 
with   their   long   term  health 
needs . 


91%   of   the    SD   group  applied 
for  Medicaid  because    of   a  change 
in   their   health    status,  compared 
to    47%   of   the   MN   group.  For 
both,    change    in   income    (16%  MN 
and   23%   SD)    was   also   a  major 
reason   for   their  application. 
15%   of   the   MN   reported  applying 
to   get   help  with   their    long  term 
health   needs . 


Conclusion:        In   both   groups/both   sites,    the  pre- 
dominant  reason   for   Medicaid   application  was 
a   change    in  health   status,    with   this  being 
particularly   true    for   the    SD  population. 
Change   in   income   was    the   next   most  frequent 
reason.      A   substantial   portion   of   the  MN 
group   at  both    sites   applied   for   help  with 
long   term  health   needs  . 
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MARYLAND ' 

DISTRIBUTION  OF  PREVIOUS  MEDICAID 
HISTORY  BY  RECIPIENT  GROUPS 


Table  #'c-6 

Baltimore 

Montgomery 

28%  of  the  medically  needy  group 
had  a  previous  Medicaid  history  of 
less  than  one  year,  28%  had  a  his- 
tory of  between . one  and  two  years , 
and  19%  had  a  history  of  greater 
than  or  equal  to  two  years.     Of  the 
SD's,  8%  had  a  Medicaid  history  of 
less  than  one  year,  1%  had  a  his- 
tory of  one  to  two  years ,  and  5% 
had  a  history  of  two  or  more  years. 
25%  of  the  MN's  had  never  been  eli- 
gible previously,  compared  to  86% 
of  the  SD's. 

16%  of  the  medically  needy  group  had  a 
Medicaid  history  of  less  than  one  year, 
7%  had  a  history  of  one  to  two  years, 
and  45%  had  a  history  of  greater  than 
or  equal  to  two  years.     Of  the  SD's, 
4%  had  a  Medicaid  history  of  less  than 
one  year,  7%  had  a  history  of  one  to  two 
years,  and  15%  had  a  history  of  two  or 
more  years.     32%  of  the  MN's  had  never 
been  eligible  previously,  compared  to 
75%  of  the  SD's. 

Conclusion:     At  both  sites,  MN's  had  a  higher  rate  of  previous  Medicaid 
coverage . 
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MARYLAND 

DISTRIBUTION  OF  PREVIOUS  SPEND-DOWN 
HISTORY  BY  RECIPIENT  GROUP 


Table   #  C7 

Baltimore 

Montgomery  County 

None   of   the   MN's   and  only 
6%   of  the   SD   group  had 
ever   spent   down  before. 

None   of   the   MN's   and   only  10% 
of   the    SD   group  had   ever  spent 
down  before. 

Conclusion:        At  neither   site   had   any   of   the   MN  ever 


spent   down   before,    with   only   a  small 
portion   of  the    SD   cases   having  spent 
down   before        and   at  neither   site  had 
there   been   any   cases   with  more   than   two  pre- 
vious     SD  incidents. 
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MARYLAND 

DISTRIBUTION  OF  MEDICAL  EXPENSES    (DUPLICATED  COUNT) 
INCURRED  DESPITE  MEDICAID  COVERAGE 


Table    #    C8     !  Baltimore 


Montgomery  County 


Over  half   of   the   MN  group 
(59%)    and   47%   of   the  SD 
cases   indicated    they  have 
health   expenses  which 

Medicaid  will   not  cover. 

i 

The  most  frequently  mentioned 
expense  was  non-prescription ! 
drugs  —  41%  for  the  MN  and  i 
19%   for  SD's. 


65%   of   the   MN   and    82%    of  the 
SD   group   have   personal  health 
expenses   even   after  Medicaid 
eligibility.  Non-prescription 
drugs   were    the   main  expense 
for   the   MN   group    (36%)  while 
prescription   drugs   cost   th e    S D 
group    (40% ) . 


Con  c lu  s  ion 


For  both   groups,    a   considerable   number  of 
cases   report   out-of-pocket  health  expenses 
even   with  Medicaid   coverage,    with   this  being 
true   of   a  higher   portion   of   cases    in  Mont- 
gomery County   than   Baltimore .  Non-prescription 
and  prescription   drugs   were   the   most  frequently 
cited  expenses. 
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MARYLAND 


AVERAGE  INCURRED  SD 


EXPENSES  BY 

AID  CATEGORY 

1 

Table  #'  D-7    !  Baltimore 
...... 

Montgomery  County 

The  total,  or  close  to  the  total  of 

The  greatest  portion  of  the  spend-down 

the  SD  liability  goes  to  hospitals 

liability  goes  to  hospitals — $88,  or  95.7% 

— $624  as  an  average,  or  99.5%  of 

of  the  total.      (Although  we  have  a  number 

the  total . 

of  OAA/SD  cases  in  our  sample,   no  in- 

curred expenses  appear  for  these  groups. 

This  is  explainable  by  the  fact  that  we 

used  a  number  of  cases  that  were  eligible 

as  MN ' s  according  to  county  workers  but 

legitimate  SD's  by  our  calculations. 

Therefore,  these  cases  never  actually  had 

to  spend  down.) 

Conclusion:     At  both  sites,  the  greatest  portion  of  SD  liability  goes  to 
hospitals. 
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MARYLAND 

DISTRIBUTION  OF  HEALTH  INSURANCE  COVERAGE 


IN  YEAR  PRIOR  TO  MEDICAID  APPLICATION 


Table  #  E-l 

Baltimore 

Montgomery  County 

Close  to  40%  of  the  cases  in  each 
group   (40%     MN,   36%     SD)  who  had 
been  on  Medicaid  for  less  than  a 
year  indicated  that  they  had  private 
insurance  coverage  during  the  year 
prior  to  their  Medicaid  applica- 
tion.    Another  10%  in  each  group  re- 
ported Medicare  coverage.  However, 
half  of  the  MN ' s  and  40%  of  the 
SD's  reported  that  they  had  no 
health  insurance  coverage  at  all 
in  the  year  prior  to  their  Medicaid 
eligibility . 

Of  the  SD's  64%  reported  some  form  of 
health  insurance  coverage  in  the  year 
prior  to  their  Medicaid  eligibility. 
26%  of  the  MN's  reported  previous 
health  insurance  coverage.     For  both 
of  these  groups,   almost  all  indicated 
that  Medicare  "as  the  type  of  coverage 
which  they  had. 

Conclusion:       From  26%  to  50%  of  the  MN  and  SD  cases  in  each  site  reported 
no  health  insurance  coverage  in  the  year  prior  to  their 
Medicaid  eligibility. 
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MARYLAND 


DISTRIBUTION  OF  HOSPITAL  UTILIZATION  IN  YEAR 
PRIOR  TO  MEDICAID  APPLICATION  BY  RECIPIENT  GROUPS 


Table  E-2  Baltimore  Montgomery  Co. 


The  average  MN  reported  no  days 
hospital  care  during  the  year  be- 
fore their  Medicaid  application, 
while  the  average  SD  reported  6.5 
days . 


The  average  MN  reported  47  days  of 
hospital  care  during  the  year  before 
their  Medicaid  application,  while 
the  average  SD  reported  14.2  days. 


Conclusion:     No  conclusion. 
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MARYLAND 

AVERAGE  ANNUAL  EXPENSES  FOR  IN-PATIENT 
HOSPITAL  CARE  IN  YEAR  PRIOR  TO 
MEDICAID  APPLICATION 


Table  E-3 

Baltimore 

Montgomery  Co . 

For  the  SDs  hospitalized,  the  aver- 
age annual  expense  was  $1034.  MNs 
recorded  no  hospital  expenses. 

Of  the  SDs  hospitalized,  the  average 
annual  expense  was  $670.     MNs  re- 
corded hospital  expenses  of  $5612. 

Conclusion:     No  conclusion. 
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MARYLAND 


DISTRIBUTION  OF  PHYSICIAN  UTILIZATION 
IN  YEAR  PRIOR  TO  MEDICAID  APPLICATION 


Table  E-6 

Baltimore 

Montgomery  Co. 

SDs  reported  an  average  of  10.9 
visits  in  the  year  before  Medicaid. 
MNs  reported  6.1  visits. 

SDs  reported  an  average  of  19.3 
visits  in  the  year  before  Medicaid. 
MNs  reported  5.0  visits. 

Conclusion:     Most  SD  cases  have  received  at  least  some  doctors'  services 
during  the  year  prior  to  their  Medicaid  application.  In 
Montgomery  County  especially,   this  group  appears  to  have 
been  especially  high  utilizers  of  health  care  services. 
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MARYLAND 


AVERAGE  ANNUAL  EXPENDITURES  ON  PHYSICIANS '  SERVICES 
IN  YEAR  PRIOR  TO  MEDICAID  APPLICATION 


Table  E-7 


Baltimore 


Montgomery  Co, 


The  MN  group  as  an  average  spent 
less   ($111)    than  the  SD  group  ($208) 
on  physician  services  in  the  year 
prior  to  Medicaid  eligibility. 


The  expenditures  for  physician 
services  in  the  year  prior  to  Medic- 
aid were  over  6  times  greater  for 
SDs   ($375/year)   than  for  the  MN 
($57/year) . 


Conclusion:     In  both  sites  the  MN  expenditures  for  physicians'  services 
were  considerably  less  than  the  SD  group  during  the  year 
prior  to  Mediciad  eligibility. 
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MARYLAND 

DISTRIBUTION  OF  REASONS  WHY  DOCTOR  SEEN  MORE 
FREQUENTLY  SINCE  MEDICAID  COVERAGE 

Table   #E10  Baltimore  Montgomery  County 


Most   SD   cases  "(61% )    said  they 
did   not   see   their  doctors  any 
more   frequently   since  being 
on  Medicaid,   whereas  over 
half   of   the   MN   said   they  did. 


The   majority      of   both   the  MN 
(5  4%)    and   SD   cases    (77%)  said 
they   did   not    see   their  doctors 
any  more    frequently   since  being 
on   Medi  caid . 


Conclusion:        A   larger  proportion   of   the  MN   group  in 
both   sites   reported   seeing   their  doctor 
more    frequently   than  was    true   of   the  SD 
group . 
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MARYLAND 


AVERAGE  ANNUAL  EXPENDITURES  FOR  DRUGS  AND  SUPPLIES 
IN  YEAR  PRIOR  TO  MEDICAID  APPLICATION 


Table  E-ll 

Baltimore 

Montgomery  Co . 

SD  average  expenditures  for  drugs 
($94)  prior  to  Medicaid  were  eight 
times  the  average  expenditure  by  MN 
cases   ($50) . 

The  average  expenditure  for  drugs 
per  SD  case   ($183)   in  the  year  prior 
to  Medicaid  was  almost  twice  the 
average  expenditure  of  the  MN  group 
($100) . 

Conclusion:     SD  expenditures  for  drugs  were  about  twice  the  amount  spent 
by  the  MN  during  the  same  time  frame. 
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MARYLAND 


AVERAGE  ANNUAL  EXPENDITURES  FOR  "OTHER"  HEALTH 
SERVICES  IN  YEAR  PRIOR  TO  MEDICAID  APPLICATION 


Table  E-19 

Baltimore 

Montgomery  Co. 

SD  average  expenditures  for  "other" 
health-related  costs   ($104)  were 
four  times  greater  than  that  of 
the  MN  group   ($23) . 

SD  average  expenditures  for  "other" 
health-related  costs   ($13  5)  were 
less  than  that  of  the  MN  group 
($184)  . 

Conclusion:     No  conclusion. 
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GLOSSARY 


AFDC    -    Persons  qualifying  for  the  Aid  to  Families  with  Dependent 
Children  program  who  are  eligible  for  Medicaid  either  as 
categorically  needy  or  as  medically  needy  recipients. 

OAA    -    Persons  65  years  of  age  or  older  who  are  eligible  for  Medicaid 
either  as  categorically  needy   (as  a  result  of  SSI)   or  medically 
needy  recipients. 

APTD    -    Disabled  persons  who  are  eligible  for  Medicaid  either  as  cate- 
gorically needy  (as  a  result  of  SSI)   or  medically  needy  recipi- 
ents . 

AB    -    Blind  persons  who  are  eligible  for  Medicaid  either  as  categoric- 
ally needy   (as  a  result  of  SSI)  or  medically  needy  recipients. 

MA- 21    -    Persons  under  twenty-one  years  of  age  who  are  eligible  for 
Medicaid  but  are  not  eligible  for  cash  assistance. 

Medically  Needy  protected  Income  Level     -    The  amount  of  income  which  a 
State  designates  as  necessary  for  an  individual  or  family  to 
retain  in  order  to  meet  basic  maintenance  needs.     The  "medically 
needy  band"  is  the  difference  between  the  medically  needy  pro- 
tected income  level  and  the  cash  assistance  income  level  for  a 
particular  category. 

SD    -    Successful  spend-down  case. 

USD    -    Unsuccessful  spend-down  case,  i.e.,  case  which  meets  all  other 
eligibility  requirements  for  Medicaid  but  does  not  incur  health 
expenses  sufficient  to  fulfill  spend-down  liability. 

MN    -    Medically  needy  case  eligible  for  Medicaid  without  having  to 
spend-down. 
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